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EDITORIAL COMMENT 


A Plea for Adequate The history of psy- 
Treatment of the chiatry is long and 


Mentally Sick honorable. Since a 
moralizing attitude 


had characterized a great deal of human 
thought about mental illness, it was logical 
that an era of material prosperity and hu- 
manitarian interest should be marked, among 
other things, by a gentler attitude toward the 
eccentricities and deviated conduct of men- 
tally sick persons. The record of advances 
and retreats in the last 150 years has been 
well presented elsewhere and most physicians 
have read it more than once. 


In view of the fact that psychiatric prac- 
tice has had to deal largely with the more 
difficult and the more disintegrated patients, 
it has been said that psychiatry has come 
out of the prison and the poorhouse. We need 
not lament the fact that the development of 
psychiatric facilities has lagged behind the 
accommodations available for patients with 
surgical, endocrinological or pulmonary dis- 
orders. Every advance in the treatment—or 
even in the care—of the mentally sick has 
been followed by an increase in the number 
and variety of mental states that have been 
turned over to the hospital physician for man- 
agement. This increase in popular demand is 
not peculiar to mental hospitals; indeed, 
every type of hospital tends to expand in size 
and to be supplemented by a similar unit in 
the next village. 


Special circumstances in this country have 
led to developing the individual mental hos- 
Pital to a huge size rather than to multiply- 
ing the number of units, and this has often 


resulted in neglect of proper staffing and 
equipment. Without regrets for the defi- 
ciencies of the past, physicians should boldly 
examine the present situation and inquire if 
there be any justification for neglect of the 
mentally sick. One need not charge any per- 
son or any group with a conscious desire to 
deal wrongly or inadequately with their fel- 
low citizens who are afflicted with mental 
disorders. Nor is it necessary to rehearse the 
psychological conditioning through which 
many worthy citizens turn their backs on the 
problems of mental illness. Indeed, a vast 
amount has been done to provide for such 
patients and, in many of the states making 
up this nation, the record of progress is steady 
and hopeful. The advocate of proper treat- 
ment of such patients, therefore, does not 
complain too loudly, even though in a few 
commonwealths barely decent care is hard 
to maintain. 


It is a common belief that little can be done 
for the mentally sick except to provide care; 
that is, a comfortable bed, three good (or 
fairly good) meals and kindly attendants to 
insure as little physical damage as possible. 
It is not hard to get expressions of sympathy 
for good medical treatment of the incidental 
illnesses of the patients, but it is not under- 
stood even among some physicians that real 
treatment of the state of mind is of much 
importance for patients in special mental 
hospitals. Let it be asserted that exactly this 
treatment is needed, that it is given to a fair 
extent in the better hospitals, and that it 
should be provided in vastly broader measure. 


Advances in all great matters come slowly, 


131 








DISEASES OF THE NERVOUS SYSTEM May 


and the friends of the mentally sick and the 
physicians who care for them have usually 
been grateful for whatever the local govern- 
ment has thought wise to devote to this pur- 
pose. Rates of maintenance for patients in 
the state hospitals of the country range from 
$2.20 to $7.76 per week ! and in Federal hospi- 
tals may run as high as $12.60 per week. 
When, in the less wealthy states, a proposal 
is made to increase such expenditures, the 
demand is sometimes met with a groan, and 
it is pointed out that the needs of highways, 
police and relief absorb so much that in- 
creases for the mentally sick are unthinkable. 


“Who expects any other hospital than the 
mental hospital to provide adequate treat- 
ment at $1 a day and less?’ Certainly no 
medical, surgical, obstetrical, tuberculous or 
contagious service would attempt to give 
treatment at this figure. The resultant in- 
adequacy of personnel and equipment would 
be considered destructive to the main pur- 
pose of the hospital, which is to restore to 
their homes and to the community as large 
a number of its patients as is possible and 
at the most rapid feasible rate. 


What is good practice and real economy for 
the general hospitals is also good practice 
and real economy for the mental hospitals. 
For instance, consider the matter of social 
service. Many more patients can be sent 
home if the hospital has a skilled function- 
ary to follow them, to see them in their homes 
and to help relieve the frictions and disap- 
pointments that occasionally come up. The 
social worker’s salary and expenses are much 
more than compensated by the reduced 
number of hospital days for a group of pa- 
tients whose discharge is perfectly proper if 





1. Patients in Hospitals for Mental Disease, Bu- 
reau of the Census, United States Department 
of Commerce, 1936. 


2. Patients in Hospitals for Mental Disease, Bu- 


reau of the Census, United States Department 
of Commerce, 1936. 


3. Dr. William L. Russell: quoted from a personal 


communication. 
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it is followed by adequate guidance, but who 
relapse if left to themselves. 


It is less simple to show on the balance 
sheet that better hydrotherapy equipment, a 
larger ward personnel, or an extra physician 


will bring savings in the more frequent ang 
rapid restoration of patients to their homes, 
but the clinician can see that such is the 
case. 


A few years ago, new methods of treating 
general paresis were introduced to the Amer- 
ican practice. There are still a few instj- 
tutions that follow inferior methods and fai] 
to do for their patients and for their com- 
munity what is needed. More recently some 
methods of shock treatment have been made 
available for schizophrenia. There has been 
considerable difference of opinion as to the 
value of these measures, but one need not 
go into that. Let it be pointed out that there 
are hospitals in some states where shock 
treatment has not been employed because of 


a lack of physicians and nurses who could 
master the technique of this work. Such a 
situation is derogatory, not only to the hos- 
pital, but also to the medical profession of 
the state. There are hospitals whose surgical 
equipment is inadequate for the performance 
of necessary operations and some unpaid con- 
sultant has to lug in his own instruments. 
There are many hospitals where tuberculosis 
is undetected until it is far advanced, so that 
other patients are exposed to infection; not 
only the diagnosis, but also the treatment of 
tuberculosis is often far behind the times. 


In the long run, hospitals are likely to re- 
present the medical profession in ideal and 
efficiency. It is desirable that physicians 
everywhere interest themselves in the stand- 
ards of their state institutions for the men- 
tally ill. Then, by illuminating discussions 
in the public press, in the forum and on the 
radio, they should influence their fellow citi- 
zens to demand suitable support for the public 
mental hospitals. 


SAMUEL W. HAMILTON, M. D. 
New York, New York. 
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The Language-Barrier in Depressed States* 


J. K. HALL, M.D. 
Richmond, Virginia 


Dr. Hall is, at present, President of Westbrook Sana- 
torium, which he and his associates organized and opened 
in 1911. He is also Head of the Department for Men. Dr. 
Hall has, for several years, conducted a column in 
“Southern Medicine and Surgery” entitled, “Human Be- 
haviour.” He is a member of the Richmond Academy of 
Medicine and was once President. In the past, he has 
held the same position for the Tri-State Medical Associa- 
tion of the Carolinas and Virginia. Dr. Hall is also a 
member of the Virginia Neuropsychiatric Society; the 
Mental Hygiene Society of Virginia; the Southern Medical 
Association; the Southern Psychiatric Association; the 
National Association of Private Psychiatric Hospitals; the 
North Carolina Neuropsychiatric Association, as an hon- 
orary member; the National Committee for Mental Hy- 
giene; the American Association for the Advancement 
of Science; and the American Psychiatric Association. 


eV is delighted in solitude is 
either a wild beast or a god.” In his 
essay on Friendship, Francis Bacon excerpts 


: this quotation from one of the ancients, prob- 


ably Cato the Stoic, with the remark that it 
would have been hard for him to have more 
of truth and of untruth together in so few 
words. The essayist observes that a natural 
and secret hatred and aversion towards so- 
ciety in any man hath somewhat of the sav- 
age beast; but, unless it be for sequestration 
of himself for higher conversation with him- 
self, there is nothing of the divine in such 
withdrawal of man from his fellow creature. 

There are members, both of the animal 
and of the plant world, who are inclined to 
live within themselves and who rather avoid 
communion with their fellows. But even the 
tendency to solitary existence is unusual, and 
where there is one of a kind, we almost in- 
stinctively expect it to have companions. Man 
has come to be, perhaps unconsciously, gre- 
garious. In fact, so great is his craving for 
companionship, that his inclination to yield 
to the urge to assemble with his own kind 
is impressively obvious. Solitariness is prob- 
ably limited to the Divine. 

One of the principal fruits of friendship is 
the ease and discharge of the fullness and 
swellings of the heart. And the further Ba- 
conian observation that to a true friend one 
may impart griefs, joys, fears, hopes, sus- 
picions, counsels, and all that lieth upon the 





* Read at the annual meeting of the Southern 
Psychiatric Association, Louisville, Kentucky, 
October 9 - 10, 1939. 


heart to oppress it, meets the approval of 
exacting psychiatrists. Pythagoras in the 
parable cautioned that man eat not his own 
heart, and the comment of the great essay- 
ist is that they who lack true friends to open 
themselves unto are cannibals of their own 
hearts. Full communion with another doubles 
one’s joys and halveth one’s sorrows. Grief 
imparted to a friend is lessened and joy 
shared with another is increased. 

David complained in one of his many 
downward mood-swings that he was for- 
saken by God; that in the daytime he cried 
and was not heard, and that in the night he 
was not silent. The psalmist felt that he was 
a worm, not a man; that he was despised by 
his people and was the reproach of men. He 
knew that he was laughed at, that they stuck 
out their lips at him reproachfully and shook 
their heads when they looked upon him. His 
unhappy state was too much for his vocab- 
ulary, though he was a poet and a king. His 
emotional distress transformed his physical 
body into sensory wretchedness, and he was 
driven to the use of far-fetched figures of 
speech in futile efforts to attempt to explain 
himself to himself. 

David groaned aloud that he was poured 
out like water, that his bones were out of 
joint, that his heart had become as wax 
melted in the midst of his bowels. His strength 
had dried up, he felt like a potsherd, his 
tongue stuck to his jaws, his emaciation had 
reached such an extreme degree that his 
bones all stuck out and stared him in the 
face and he was brought down to the dust 
of death. David felt that he had become far 
removed from his Lord, that he was forsaken 
and that his roaring would go unheard and 
unanswered and his tears would excite no 
pity. In a continuing effort to make himself 
comprehensible to himself and in a prayer 
for relief he materialized his hopelessness by 
transforming his somatic structure into a 
topsy-turvy anatomical distortion. But in 
spite of his skill in verbalization he could not 
believe it possible for him to make under- 
standable even to Divine Omniscience the 
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width and depth and weight of his exquisite 
misery and wretchedness. 

Our own eyes in our daily labours are not 
unaccustomed to the despair incarnate, nor 
to the living misery, as it sits in mute and 
unmoving dejection, or moves forever back 
and forth along the same pathway, a hand- 
wringing, groaning, agonizing, living mass of 
matter to which Death will not come as re- 
lief, even in answer to earnest prayer. 

I am without understanding of the funda- 
mental features of the depressed state. 
Whether it constitutes an aspect of the cyclic 
recurrence of the manic-depressive instabil- 
ity, the melancholy of the inter-medium of 
the life-period, the miserableness that con- 
sorts not infrequently with disintegrative 
physical senility, the particular psychotic 
state seldom makes itself comprehensible to 
me. If there be obvious disordered physiology 
causatively associated with structural injury 
or disease, I am unable to span the chasm 
betwixt the anatomic morbidity and the 
psychic dysfunction by an illusory foot-bridge 
that I might in truth, call understanding. 
Generally, I can do no more than look upon 
the unhappy state and symbolize it to myself 
as an exhibition of melancholiac misery. I 
know no more of its inwards, nor of its origin, 
nor of the reasons for its evokement than 
epidemiologists know of such exanthemata as 
measles and variola vera. None of the theories 
proffered about the nature of the depressed 
state serves as a light to guide me into and 
through its inner chambers. I do not under- 
stand my problem when I am confronted by 
a swing-low of the emotional tone. 


Nor could the psalmist grasp its meaning 
even when it had fetched him low; nor could 
Saul, the giant king, know it within himself; 
neither could Dean Swift, centuries later; nor 
can thousands of miserable ones today. And 
if restoration to health comes, neither physi- 
cian nor patient can often assign a reason 
that makes satisfactory response to the ever- 
lasting interrogatory. David emerged from 
his unhappy feeling of disarticulation and of 
bony wretchedness into serenity and whole- 
someness. He walked again beside the still 
waters, he lay down in the green pastures, 
he was no longer beset by fear, his cup was 
filled to overflowing, and his head was 
anointed with oil. The psalmist had appar- 
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ently forgotten that he had ever lain in the 
pit of despair. Forgetfulness of illness may 
represent the final step in recovery. 

The depressed state slowly leads the vic- 
tim into a region where he feels detacheg 
from his former world and from his former 
friends. Although he may remain geograph- 
ically unchanged and though he may stil] 
be physically amongst those with whom he 
has continuously lived, the strange condition 
has created a chasm circumvallating him, so 
that he is ringed around, and there can no 
longer be a flow of free and easy communion 
back and forth betwixt him and those near 
him in space and in relationship. David's 
despair was made the more acute by his 
feeling that God had become so far removed 
from him that his groanings and even his 
prayers could no longer reach the Divine ear, 

I wonder if any other mortal is so keenly 
conscious of the inadequacy of language as 
a medium through which to express himself 
to another as the patient bent low by the 
weight of a sense of guilt and by Self-con- 
viction of crimes unspeakable and by a de- 
gree of self-condemnation that makes even 
the thought of hope seem to be a crime? A 
patient in such a state of moral and spiritual 
debasement cannot possibly find another, 
equally depraved, with whom to converse and 
have daily associations on terms of equality 
and with spiritual comfort. May it not still 
be true, after the roll of the centuries, and in 
spite of all the exploratory work in the do- 
main of man’s immaterial kingdom, that we 
know practically nothing of the state of 
feeling of the profoundly depressed individ- 
ual? Specific knowledge can be succinctly 
stated; a plethora of words merely represents 
the continuing attempt, however sincere, to 
make known the unknown. 

Were a pigmy, plucked from the heart of 
Africa, transported in a condition of narcoti- 
zation to Broadway at Forty-Second Street, 
can anyone possibly conceive of the state of 
mind of that primitive upon regaining con- 
sciousness in an environment so utterly in- 
comprehensible to him? Were the pigmy to 
be suddenly endowed with a vocabulary as 
extensive as that of the late Noah Webster, 
would all the words be of help to him in 
making himself understandable to himself? 
Hardly! 
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And the hurrying passerby, if he should be 
momentarily buttonholed by the little man 
just come from the equatorial wilderness, 
would break away from the vocal dwarf in 
profane protest, directed, perhaps, against 
the civic authorities for allowing such a 
psychotic nuisance to move about unhindered 
in the nation’s mightiest metropolis. But 
were the buttonholed cosmopolite a news- 
paper reporter, perchance, and on the look- 
out for unusual events and for strange sights, 
what story would he have for the readers of 
the world’s greatest news-gatherer the next 
morning, even though he might lend his 
eager ears to the little African for an hour 
or for many hours? The pigmy could not 
possibly symbolize to himself and to the news- 
gatherer, by the use of any or of all of Mr. 
Webster’s words, his sensations and his ideas 
and his fears and his hopes. 

Let us turn our thoughts for a moment to 
the babe, born, as satirical old Juvenal ob- 
served, inter urinam et faeces. Can one imag- 
ine the sensations of the little one, expelled 
only a moment ago from an all-supplying in 
utero cradle, and from Stygian darkness into 
glaring light, and from quietness into clamor, 
and from effortless existence into a world of 
labour and of hostility and of constant dan- 
ger? Were the tiny one made to cease at- 
tempting to express itself in kickings and in 
squirmings, and instead to relate to the hover- 
ing household just how it felt and just what 
it thought of its new relatives and of its vast 
new and strange cosmos by selecting words 
from the Johnsonian vocabulary with which 
it had been supplied—well, what are we to 
suppose the most recent addition to citizen- 
ship would have to say to the eager standing- 
around James Boswells? And how much of 
the infantile philosophical dissertation in 
explanation of the baby’s new sensations 
would the startled James Boswells compre- 
hend? I wonder. 

May we not all wonder, too, if the pro- 
foundly depressed person may not be con- 
veyed into a region of sensations and of ideas 
and of doubts and of fears as novel to him 
as the world’s impingements are novel to the 
new-born babe, and as unverbalizable as 
bustling Broadway would be to the African 
primitive? The linguistic foot-path that 
flimsily stretches itself as the only mental 
travel-way between us—patients and physi- 
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cians—is as insecure and as untravelable as 
the bridge of San Luis Rey. I doubt if it has 
ever been walked along all the way, from end 
to end, by patient, by nurse, by physician. If 
the patient cannot reach his helpers by com- 
ing to them across the verbal chasm, or if 
they cannot come to the patient over the 
high-hanging pathway, then the patient 
must remain at the one end of the bridge 
and physicians and nurses at the other end. 
Gesticulations and writhings and contortions 
can be seen and groanings and curses and 
prayers may be heard, but who can know 
their meaning? 

Every depressed person lives in a new 
world, in a wretched world, in a world unin- 
habited save by himself. There are no friends 
there, no nurses, no physicians, no valid judg- 
ment, no comfort, no hope. Language be- 
comes relatively useless in that world. The 
patient is disapproved, if not condemned, by 
his own words; the patient’s words carry little 
of meaning to friends, to nurses and to physi- 
cians. The depression has transported the pa- 
tient to a small, miserable island on which 
no human foot-print can be seen and to 
which no Friday can ever come. The melan- 
choliac will feel doomed to spend his days 
and his nights in solitude and in agony on 
the lonely island. 

May we not give thought to the possibility 
of helping our low-feeling patients to express 
themselves to us more fully and more under- 
standingly? And may we not make still 
greater effort to interpret accurately the 
language, spoken and unspoken, written and 
unwritten, of our depressed patients, to the 
end that they may live again both amongst 
us and with us? I have profound respect for 
the might and the majesty of language. May- 
hap suicide, or at least the somewhat exhibi- 
tionistic attempt at suicide, represents the 
last effort of the individual, the dramatic and 
desperate substitution of somatic behaviour- 
istic action for words, in a final and perhaps 
a fatal effort to declare to himself and to 
others the wreckage of himself and the fu- 
tility of further effort and of hope? Nurses 
and physicians and depressed patients live 
too far apart. The foot-paths and foot-bridges 
must be repaired or rebuilt, so that we may 
walk together and talk together and live to- 
gether more understandingly, more comfor- 
tably, more hopefully. 
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Psychopathic Personality 


EMERSON A. NORTH, M.D. 
Cincinnati, Ohio 


Dr. North is Professor and Director of psychiatry for 
the Medical School of the University of Cincinnati. He 
is also a Lecturer on Clinical Psychology in the Depart- 
ment of Psychology for the same school. He is Director 
of Psychiatry of the Cincinnati General Hospital, Director 
of the Child Guidance Clinic, which functions under the 
auspices of the Community Chest of Cincinnati, and Con- 
sultant to the Cincinnati Sanitarium. Dr. North is also 
on the staffs of the Children’s Hospital, the Jewish Hos- 
pital, and Christ Hospital. He is a member of the Ameri- 
can Psychiatric Association, the Central Neuropsychiatric 
Association, the Society for the Prevention of Feeble- 
mindedness and the Cincinnati Academy of Medicine. 


NE reason I might give for writing on the 

subject of psychopathic personality is 
that this type of personality is seen in so 
many stations and situations of life and rep- 
resents such serious social, industrial, legal 
and medical difficulties that repetition may 
be condoned. 


In October, 1933, at one of the meetings 
of the managing officers of Ohio State Insti- 
tutions, a lively discussion arose upon this 
subject. One suspects this discussion arose 
largely through the difficulty that the various 
institutions (penal, correctional and mental) 
were having in classifying these patients 
properly and in fitting them into the stan- 
dardized schemes of treatment. During this 
meeting, the President of the Association ap- 
pointed a committee, selected from the mem- 
bers of the Association, to make a study of the 
problem of psychopathic personality and re- 
port the results at a subsequent meeting. The 
committee consisted of superintendents of the 
hospitals for the insane, the superintendent 
of one of the hospitals for the feebleminded, 
the superintendent of the hospital for the 
criminally insane, the psychiatrist for the 
Parole Board of the correctional and penal 
institutions and the psychologist who was 
director of the Bureau of Juvenile Research. 
This study was made and a most comprehen- 
sive report was given at a meeting of the 
Association in November, 1934, and later pub- 
lished in the Quarterly Bulletin. It is my 
purpose to emphasize some of the points 
brought out in this report and to elaborate 
on the subject in the light of my own clinical 
experience. 


This report of the committee first calls 
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attention to the careless way in which the 
term psychopathic personality has been used, 
as evidenced by the wide variety of terms 
which have been used to “designate the same 
type of condition.” Also the report calls at- 
tention to the fact that the term psychopathic 
is not a desirable term. “The term psycho- 
pathic personality is a very undesirable one, 
for it is not descriptive; in fact it is vague, 
misleading and contradictory. Psychopathic 
means sick mind. How, then, are we to keep 
from confusing this with a psychotic state? 
Psychopathic personality implies a disorder 
of personality rather than one of mind. It 
would be far better as a consequence to use 
the term pathological personality.” 

This statement, I believe, is very much in 
line with the experience and thinking of 
many of us. We are inclined to look upon the 
psychopathic personality as a type of person- 
ality expressed in behavior which is definitely 
out of step with the individual’s situation in 
life (or in the group in which he lives). It 
is not evidence of psychosis, nor is the be- 
havior always of the delinquent type. It is 
a type of behavior which seems to lie between 
the behavior of the insane and the behavior 
of those of normal balance. The outstanding 
characteristics are that the behavior is abnor- 
mal, non-constructive, not always useful to 
the individual, that it leads to maladjust- 
ment, and may be harmful to society. 


There is a great deal of evidence to indicate 
that there can be pathology of the brain, both 
as the result of injury and disease, without evi- 
dence of psychosis or psychopathic personal- 
ity. On the other hand, we do see forms of psy- 
choses with specific brain pathology. It is my 
belief, also, that we see a form of behavior here 
which is very difficult to differentiate from 
psychopathic personality, in which there is 
very definite brain pathology, and might 
rightfully be considered a disease of the brain. 
I refer to post lethargic encephalitis. 

The genesis of psychopathic personality is 
not very well understood. The report of the 
managing officers’ committee referred to 
above summed up their findings as follows: 
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“Some may contend that the defects of the 
psychopath are always constitutional, and 
others may argue that, in all cases, early con- 
ditioning of the instinctive forces make him 
what he is, but basing our collective judg- 
ment upon experiences and_ psychiatric 
knowledge, it seems more reasonable to take 
a middle course and grant that psychopathic 
personality can be the result of either or 
poth. In any event, the condition must be 
regarded as an inherent one; that is, it is 
woven indissolubly into the mental fabric of 
the individual.” This is a conservative state- 
ment and is probably as positive a one as 
can be made with our present knowledge of 
the subject. 

Denying that the psychopath is pathologic, 
Schneider? discusses the subject from the 
biologic angle and describes several import- 
ant “criminal biologic types.” He describes 
the hyperactive, the depressive, unstable fa- 
natic, the moody, explosive, ruthless, abulic 
and asthenic psychopath.” Other attempts 
have been made to classify the types of psy- 
chopathic personality somewhat upon the 
same basis, but after all, is it not more or 
less a formulation of descriptive terms in an 
attempt to distinguish between clinical mani- 
festations of the same disease, very much as 
we are now doing in our classification of 
paresis? There are some who believe that 
the clinical difference to be observed between 
the expansive type of paresis and the depres- 
sive type is to be found in the difference in 
the two original personalities, rather than in 
the organic lesion in the brain. Worded dif- 
ferently, it would seem that pathology of the 
brain, located outside of the motor areas, 
may be very much the same in different in- 
dividuals and yet the clinical manifestation 
seen in disease may be very different in those 
different individuals. 


While it is true that the abnormal behavior, 
diagnosed as psychopathic in some patients, 
can be traced back to childhood or early in- 
fancy; in many, the behavior appears to have 
been normal up to the period of adolescence. 
For several years in our clinic we were in- 
clined to the belief that in cases which could 
be traced back to infancy, we were dealing 
with psychopathic conditions resulting from 
constitutional factors, and the prognosis was, 
therefore, unfavorable as far as modifying 
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the condition by treatment was concerned. If, 
on the other hand, the patient had not mani- 
fested any serious indications of psychopathic 
behavior up to the age of adolescence we were 
dealing with a psychopath due to environ- 
ment or to faulty “early conditioning of the 
instinctive forces,’ under which conditions 
the prognosis was more favorable. Particu- 
larly, was it more favorable, if it was possible 
to bring about certain changes needed in the 
environment, and to obtain cooperation for 
psychotherapy. 


Years of experience, however, have rather 
modified our belief. Experience has proven 
that the results of treatment of the psycho- 
path have been very disappointing regardless 
of the age at which manifestation of abnor- 
mality occurred. Even though it might appear 
that the symptoms of abnormality first occur 
during adolescence, there might be many 
reasons why the results of treatment have 
been disappointing. It is, however, one strong 
indication that perhaps all psychopathic 
states are due to some constitutional factor 
determined by heredity, or determined by in- 
jury or disease occurring during the prenatal, 
natal, or post natal period of life and that 
the clinical manifestation is determined by 
the personality. The personality, after all, 
is the integration of the psychic functions, 
the body functions and the emotions into a 
style of life brought about through the atmos- 
phere and mores in which one lives. Neither 
the constitutional factor nor the environment 
alone would produce such a condition, but 
the combination of the two is essential. 
Granting the possibility of constitutional 
factors in all cases, and the part that environ- 
ment might play, it still remains a fact that 
the clinical symptoms vary greatly, the con- 
dition is not easily diagnosed and differen- 
tiated from some of the psychoses and psy- 
choneuroses, that satisfactory treatment has 
not been established, that little is known 
about methods of prevention, and that the 
psychopath represents one of the largest 
problems to the educator, the courts and legal 
profession and the social organizations as 
well as a challenge to the mental hygienist 
and the psychiatrist. He is being recognized 
as the problem he represents. The educator, 
the courts and legal profession and the social 
worker are asking for guidance and for help 
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in working out suitable methods of handling 
him. Are we at the present time rendering 
much more than diagnostic service? Is there 
more that we might do? To express my per- 
sonal opinion—I think there is. 

As scientists and psychiatrists, we have 
not had sufficient opportunity to study him 
for any considerable length of time under 
carefully controlled scientific supervision. He 
has been more or less an outcast to any and 
all hospitals, including those designated for 
the insane. Many psychopaths have been 
confined periodically and for indefinite 
lengths of time in our correctional and penal: 
institutions, where in most instances, until 
recently at least, facilities for study and in- 
terest in the medico-social phases of his life 
have been practically nil. 

Some investigators in their efforts, no 
doubt to stimulate more interest in the social, 
psychological and physical studies of child 
development and subsequent behavior, have 
suggested the term psychosmatic medicine. 
The Russians use the term ‘“Pedology,” “a 
subject concerned with the psychological and 
physical development of the child from birth 
to maturity.” The term psychobiology as 
used by Meyer, however, seems to me to be 
more inclusive. I am inclined to the belief 
that we have not paid enough attention to 
the prenatal period of life and the various 
forces acting upon foetal life. Many defects 
may be of congenital origin and are in no 
way related to heredity. As you well know, 
probably not more than thirty-three per cent 
of feeblemindedness can be explained upon 
an hereditary basis. When one analyses Dr. 
Macfie Campbell’s rough grouping of the 
material with which clinical psychiatry deals, 
there can be no doubt “regarding the social 
significance and menace of the psychopath 
and the insistent need for the formulation of 
the problem of his care and treatment lead- 
ing to rehabilitation.’ 

D. K. Henderson,‘ in his recent book, Psy- 
chopathic States, spends considerable space 
' in descriptive analysis of the psychopath and 
in pointing out the similarity of symptoms as 
compared to the symptoms observed in cer- 
tain forms of the psychoses and psychoneu- 
roses. He also seems to infer that this simi- 
larity might be seen in an etiological relation- 
ship. 
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It is difficult for me to distinguish a great 
deal of difference between my conception of 
the psychopath and Kraepelin’s early descrip- 
tion of dementia praecox simplex. However 
obvious these similarities may be, none of 
these formulations fit quite as clearly into 
my concept of the psychopath as do the emo- 
tional states and lack of volitional control go 
commonly seen in the post lethargic encepha- 
letic, particularly that type of post lethargic 
encephalitis to which Healy has applied the 
term Apacha. 

A case in point: This boy was seen at the 
Central Clinic on February 23, 1923. He was 
15 years old and had been referred to the 
Clinic by the Juvenile Court. The reason 
given for referral was “to determine cause of 
persistent lying, stealing, and incorrigibility, 
and to formulate a plan for adequate treat- 
ment.” 

Boy was of French-Irish descent, with a 
negative hereditary background. There was 
nothing significant in the pre-natal or natal 
period. His development and health were 
essentially negative, except for a history of 
“an attack of influenza” some four years pre- 
vious to his visit to the clinic. 

His home environment was physically good, 
as was his neighborhood. The mother and 
father may have been unwise in their hand- 
ling of this particularly difficult type of 
child, but otherwise there was nothing in 
the home that seemed definitely bad. He 
was an only boy in a family of four and the 
second youngest. 

Four psychological examinations rated him 
as being within the bounds of normal! intelli- 
gence. He started to school at the age of six, 
did only fair scholastic work and was con- 
sidered somewhat of a problem by most of 
his teachers. According to information ob- 
tained from his mother, however, he had 
never been a serious problem either in the 
school or in the home until some weeks fol- 
lowing his recovery from influenza, at the 
age of twelve. 

Information obtained from the family rela- 
tive to his conduct states that Tom was 4 
normal boy in his behavior previous to this 
illness. Following this sickness, they noticed 
a decided change. He became mischievous 
and was getting into one difficulty after an- 
other. He seemed to lose his interest in and 
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affection for his family; he lied, stole and 
was constantly unruly at home and at school. 
Between September 8, 1920 and February 23, 
1923, Tom had been in Juvenile Court six 
times, he had been examined at the Psychi- 
atric Clinic of the General Hospital once; had 
peen in the Catholic Boys Protectory twice; 
had been at the Bureau of Juvenile Research 
at Columbus once; had been in a private 
poarding home once, but sixteen days later 
proke into a railroad ticket office and was 
sent to the Boys’ Opportunity Farm. He was 
sent to the Farm on March 13, 1922. He re- 
mained there under close supervision until 
December 28, 1922 when he was released be- 
cause the Farm was being closed. The Pro- 
tectory would not take him back and it was 
then that he was referred to the clinic. 

Tom was a large, well developed, good look- 
ing, white boy. Neurological examination re- 
vealed flattening of the right side of the face; 
tendency for the tongue to deviate to the left; 
slight inequality of the pupils; response to 
light and accommodation limited in range of 
excursion. 

During the psychiatric examination he was 
friendly, talkative, forward and inquisitive. 
Nothing was revealed to indicate a psychosis. 
His judgment as revealed in his past history 
and in the examination was far inferior to 
that which his native intelligence would 
imply. He had considerable insight into his 
behavior and knew that stealing was wrong 
and what the consequences of wrong doing 
might be. He seemed to be completely lack- 
ing in ability to inhibit his self-seeking and 
self-gratifying impulses. He stole the watch 
from the psychologist before he got out of 
our offices. 

As a result of our study, we believed that 
Toms behavior was being influenced by some 
organic damage to the brain. There was no 
evidence to indicate any damage to that part 
of the brain which has to do with intelligence 
as psychometrically measured. In this case, 
fortunately for the purpose of this discussion, 
a psychometric test had been given previous 
to his influenza. The rating given previous 
to his illness was an I.Q. of 86 and the rating 
at the time of our examination gave him an 
LQ. of 87. 

The neurological examination did show suf- 
ficient irregularities to indicate an inflam- 
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matory process of some kind at some time, 
which had left definite residuals in certain 
motor areas. His behavior suggested a greater 
damage to that part of the central nervous 
system which has to do with the feeling and 
willing functions. In some particulars, this 
was not unlike that seen in the Parkinsonian 
type of post lethargic encephalitis. Further 
inquiry brought out the fact that at the time 
of his influenza at the age of twelve he had 
been confined to his bed and home for some 
four months. Throughout the greater part 
of this time he had been lethargic, apathetic, 
drowsy and sleepy, all of which are rather 
typical symptoms of “sleeping sickness” or 
lethargic encephalitis. 

Tom could not be considered psychotic or 
feebleminded from a legal standpoint, yet he 
was unable to function on a normal plane. 
Our experience with this case, and many 
others of a similar nature, many of them 
perhaps psychopaths, has influenced us to 
the belief that this type of problem in child- 
hood does illustrate a form of mental and 
emotional derangement and should be con- 
sidered a medical problem rather than a cor- 
rectional or penal problem. 


There were, and are now, no medical or 
institutional facilities in our local community 
or in our state where the ideal recommenda- 
tions, as we see them, could be carried out. 
We did recommend, however, that Tom be 
sent to some special institution or school, 
where he would be under constant super- 
vision, and where he would receive vocational 
training. Something like the school at Dobb’s 
Ferry, New York, or the Anderson School at 
Staatsbury, New York. 

Our recommendations were not carried 
out. For some weeks he reported regularly to 
our clinic for psychiatric treatment. For a 
time he seemed to be making a determined 
effort to profit by this treatment. He talked 
over his temptations and plans with the 
writer, and showed a considerable degree of 
sincerity of purpose. But in a very short time 
he was again in Juvenile Court on a charge 
of stealing. On August 30, 1923, through des- 
peration, he was committed to Longview State 
Hospital. His adjustment in the Hospital was 
no better, but because he was not considered 
psychotic and because of pressure from his 
mother, he was released from Longview in 
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the spring of 1925. Shortly after his release 
from Longview he joined the Coast Artillery, 
Company C, at the Panama Canal Zone. We 
have no information pertaining to adjust- 
ment while stationed at Panama, but we know 
that he was court-martialed for stealing some 
money from one of the soldiers. When his 
company officials learned he had been a 
patient at the State Hospital, he was dis- 
charged from the service and sent home in 
June, 1926. 

The clinic had no further direct contact 
with Tom. His mother, who came in to advise 
with his case worker, stated that Tom was 
even a more serious problem since his return 
from the service. Shortly following this visit 
of the mother, the clinic was informed 
through the Juvenile Court that Tom had 
again committed a serious offense, had been 
examined by a private psychiatrist and had 
been committed to Lima State Hospital for 
the Criminally Insane and Insane Criminals. 

In September of 1933, the writer, through 
a personal interview with the superintendent 
of the hospital, assumed that there was little 
or no change in Tom. The superintendent 
did intimate, however, that the staff was con- 
sidering giving Tom a trial visit with permis- 
sion to return to his home in Cincinnati. We 
heard no more of Tom until June 3, 1934, 
when we read in one of the local papers that 
Tom had made a high dive at Coney Island, 
one of our amusement parks, and broken his 
neck. He was buried June 6, 1934. 

This case is reported very much in detail 
for two reasons. First, because there was a 
detailed study and treatment of this boy 
which continued for a long period of time 
with unsatisfactory end results, and secondly, 
because I suspect that there are many fea- 
tures of this case not unlike those which you 
have experienced in your contact with the 
psychopath. 

This similarity between psychopaths and 
other conditions is further emphasized by 
Henderson,‘ and I now quote from his recent 
book Psychopathic States. ‘Psychopathic 
state is the name we apply to those individ- 
uals who conform to a certain intellectual 
standard, sometimes high, sometimes ap- 
proaching the realm of defect but yet not 
amounting to it, who throughout their lives 
or from a comparatively early age, have ex- 
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hibited disorders of conduct of an anti-socig) 
or a social nature, usually a recurrent or 
episodic type, which, in many instances, have 
proved difficult to influence, by methods of 
social, penal and medical care and treatment 
and for whom we have no adequate provision 
of a preventive or curative nature... The in- 
adequacy or deviation or failure to adjust to 
ordinary social life is not a mere willfulness 
or badness which can be threatened or 
thrashed out of the individual, but constitutes 
a true illness for which we have no explana- 
tion ... This psychopathic group then is far too 
complicated to be thought of merely as a 
behavior problem which will respond to a 
change of environment; it is not constituteq 
by those who can be committed to mental] 
hospitals, except rarely, during explosive epi- 
sodes; it is impossible to group or classify 
many of the cases under the Mental Defi- 
ciency Act no matter how wide that is; and 
furthermore, they do not benefit by prison 
treatment.” 

Space will not permit the presentation of 
other similar clinical cases in which the end 
results have been equally unsatisfactory. 
Briefly, however, another boy, John, comes 
to mind who had been under the clinic’s care 
for a number of years and who finally com- 
mitted murder. Observation on the Psychia- 
tric Ward of the General Hospital resulted in 
the diagnosis of psychopathic personality with 
manic episodes. This diagnosis was concurred 
in by the staff of the Lima State Hospital to 
which he was committed and from which he 
was recently placed on trial visit. The etiol- 
ogy is undetermined. 


Another boy referred to the clinic by a 
visiting teacher of the city schools, had a 
symptomatology very much like that of the 
psychopath. His family, through desperation 
motivated by his conduct, had him committed 
to the Institution for the Feebleminded 
though he had an I.Q. of 98. The change in 
this boy’s behavior seems to have followed an 
illness diagnosed as diptheria and his family 
could never be dissuaded from the belief it 
was due to the use of diptheria anti-toxin. 


Another boy, now nineteen years of age, was 
first seen at the clinic at the age of eight. At 
the age of six his condition was diagnosed as 
“birth palsy” or “Little’s Disease,’ now rec- 
ognized as a typical Parkinsonian post lethar- 
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gic encephalitis, which disease was probably 
contracted from the mother who died from 
influenza pneumonia two days after his pre- 
mature birth of one month. 

The point I wish to make in the presenta- 
tion of these clinical cases is to show the 
similarity of symptoms, and the similarity 
in end results after long and continuous treat- 
ment. With the exception of the Parkinsonian 
case, all these cases show many of the same 
characteristics of the psychopath. In all 
these cases, with the possible exception of 
John, it would seem reasonable to assume that 
their behavior is secondary to, or influenced, 
in some way not well understood, by damage 
to the central nervous system. Even allowing 
for the possibility of a disease occurring in 
a child in whom psychopathic personality 
might develop whether the disease occurred 
or not, does not rule out entirely the consti- 
tutional predisposition. 

Do we know, with scientific certainty, the 
effects upon the developing embryo of chronic 
alcoholism, syphilis, tuberculosis, cancer, dia- 
betes and other chronic, depleting diseases 
as well as some of the acute infectious Cis- 
eases in the mother? It may be that through 
a devitalization of the germ cells, and an in- 
terference with the metabolic or nutritional 
relationship between the mother and the em- 
bryo the foundation is laid for many forms 
of physical and mental abnormalities or de- 
generations for which we now have no expla- 
nation. 

A few years ago, in an article by Max Slapp. 
it was pointed out that sudden fright and 
prolonged fear and anxiety of the mother 
during gestation, altered the physiological 
function of the glands of internal secretion 
to such a degree as to interfere with the de- 
velopmental processes of the embryo. 


It has been largely during the last few 
years that serious thought has been given to 
the frequency and effects of birth injuries. 
Crothers,* in his book, Disorders of the Ner- 
vous System in Childhood, says, ‘‘An enormous 
literature has grown up, and this literature 
seems to prove conclusively two points: first, 
that injuries occur far more often than the 
obstetrical textbook writers realize, and sec- 
ond, that their results explain many syn- 
dromes seen in pediatric practice.” Further, 
“My impression, which is based quite as much 
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upon physiological reasoning as upon clinica! 
experience, is that the greatest danger, as far 
as defects are concerned, is not found in the 
cases with massive hemorrhage. These 
babies as a rule either die or recover, while 
the diffuse intracerebral hemorrhages are 
likely to result in serious trouble... Further- 
more, although this point is hardly a reason- 
able one to discuss with parents, it is entirely 
possible that babies who seem to be all right 
have suffered damage. My impression for 
what it is worth, is that premature babies, if 
injured at all, are likely to develop badly, 
that babies born after long, dry labors, or 
after pituitrin, if any signs of difficulty de- 
velop, are likely to suffer from _ serious 
trouble.” 

These speculations, considered with the re- 
search that is being made into what happens 
as the result of the newer treatments used 
in schizophrenia and other forms of psy- 
choses, almost demand that further research 
into these factors be made. Articles are ap- 
pearing on the influence of anoxemia and 
the effect this may have upon the function 
and development of brain cells. In the light 
of our present knowledge it is not at all 
unlikely that the use of anasthesia and nar- 
cotic drugs to bring about twilight sleep for 
the purpose of lessening the pain of delivery, 
and other factors which may lead to asphix- 
iation of the infant for a considerable period 
of time, may be a definite cause of alterations 
in brain cells and in turn be reflected in the 
behavior of the individual. It seems to me, 
our interest in the psychopath, particularly, 
cannot be complete until we have made care- 
ful studies into the part these factors may 
play in the etiology of the condition. 

May I bring this paper to a close by stat- 
ing, in my opinion, what some of the greatest 
needs are at the present time in an effort 
to assist in a solution of the problem of the 
psychopath. These opinions are expressed as 
the result of several years of experience. 

First: There is need of clarifying the term 
psychopathic personality and of realizing that 
this type of case is a medical problem rather 
than a correctional and penal problem. 

Second: There is need of the establishment 
of suitable hospitals where the psychopath 
can be segregated, studied and treated ac- 
cording to our present knowledge. 
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Third: These hospitals should have a re- 
search unit. These units should have facilities 
and an interested, well trained personnel, in 
order that continuous scientific studies can 
be made, with the hope that through such 
studies the proper method of treating the 
psychopath may be determined. 
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Sero-Negative Syphilis Simulating 
Brain Tumor* 
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A number of years ago, when the Wasser- 
mann Test done by the average laboratory 
was not dependable, we saw many cases of 
syphilis and neurosyphilis that received a 
negative Wassermann report. We treated 
them anyway and forgot about it. Our lab- 
oratories have improved greatly and we have 
perhaps gone to the other extreme and feel 
that without a positive blood or spinal fluid 
Wassermann, there is no syphilis, at least in 
an untreated case. 

It is, perhaps, well to remember that the 
Wassermann Test and even the more delicate 
precipitation tests are not tests for syphilis, 
but tests for the presence of antibodies against 
syphilis or related antibodies in the blood. If 
a person has no resistance against the spiro- 
chete which he harbors, he cannot have a 
positive Wassermann; on the other hand, if 
every spirochete in his body is killed, he will 
still show a positive Wassermann reaction 
until the antibodies produced against syphilis 
cease to be produced. 

It is rare to find a case of untreated syphilis 





* Read before a meeting of the Texas Neurological 
Society, May 8, 1939. 
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that does not show a positive reaction, either 
in fluid or blood; it is not rare to find a posi- 
tive fluid with negative blood. We wish to 
recount the histories of two patients with 
classical symptoms of brain tumor, in both 
of whom there was block of the cerebro-spinal 
fluid pathways, choking of the discs and 
other symptoms pointing to neoplasm. Serol- 
ogy was negative in both cases preoperatively, 
but fluid was positive in both postoperatively. 
There was no transfusion in either case. 


Case I 


Mr. W. E. R., a white man, age 28, was 
referred to us on July 1, 1938 by Dr. Joe 
Walker, because of bilateral choked disc. He 
also had marked concentric contraction of 
the visual fields and some loss in central 
vision. He also complained of severe pain 
over the right side of the head and gave the 
additional history of having had over sixty 
injections for lues. His Blood Wassermann 
was negative and his Spinal Fluid Wasser- 
mann, taken six weeks prior to our examina- 
tion, was also negative. 

The essential neurological findings on this 
patient showed a partial right lateral rectus 
palsy, marked tenderness of the right tem- 
poral region and bilateral choked disc of 
about three diopters. There were fresh hem- 
orrhages on both discs and there was some 
general contraction of the fields. There was 
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also slight astereognosis of the left hand. All 
reflexes were normal, except the left abdom- 
inal reflex, which was diminished. We felt 
that this man had a right cerebral tumor. 

On July 11, 1938, in the Memorial Hospital, 
g ventriculogram was done, which was en- 
tirely negative. In view of the rapidly disap- 
pearing vision, it was thought that at least 
a subtemporal decompression should be done. 
Consequently, a subtemporal decompression 
was carried out on the right side. The brain 
was perfectly normal, though under consid- 
erable tension, and there was a considerable 
amount of subarachnoid fluid which escaped 
when the dura and arachnoid were opened. 
Tapping the right lateral ventricle allowed 
further fluid to escape and the tension on the 
cortex then appeared to be normal. 

This man made an uneventful recovery. 
There was some bulging of the right-sided 
decompression for a period of about two or 
three weeks. Since we had no explanation for 
his choked disc, we gave him, on the first 
postoperative day, an injection of bismuth. A 
spinal puncture, done on the fourth post- 
operative day, showed a positive Spinal Fluid 
Wassermann and a typical paretic Colloidal 
Gold Test. 

This man’s choked disc rapidly subsided, 
his vision returned and he was able to return 
to heavy work about six weeks after operation. 
He is a welder by occupation. He has received 
heavy doses of iodides and weekly injections 
of bismuth. 


Case II 


Mrs. L. C., a white woman, age 43, was 
admitted to Hermann Hospital on August 19, 
1938 with a chief complaint of dizziness, head- 
ache and double vision. The double vision had 
been present three years. 

The essential neurological findings showed 
a partial paralysis of the left lateral rectus 
muscle, bilateral choked discs of about four 
diopters, and pupils which were fixed to both 
light and accommodation. The Blood Wasser- 
mann Test was negative and the Spinal Fluid 
Wassermann was also negative. The spinal 
fluid pressure was markedly elevated. 

In view of the long history and due to the 
fact that vision was still good and, particu- 
larly, because of the fixed pupils, this patient 
was given anti-luetic therapy for one month 
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without any improvement whatsoever. She 
was discharged on September 17th at her own 
request, to return home for two weeks. 


She was readmitted on September 30th with 
the complaint that her double vision was 
worse and that there was some definite con- 
traction of the visual fields and some increase 
in the swelling of the discs at this time. There 
was considerable delay in the case of this 
patient because we suspected a _ syphilitic 
lesion and if not this, an infiltrating glioma 
of the upper pons and lower mesencephalon. 
Finally, however, on October 17, 1938, it was 
decided to do a ventriculogram and explora- 
tion. The ventricular plates showed nothing 
except a marked internal hydrocephalus. This 
was followed by a sub-occipital craniotomy. 
The dura was under great tension and was 
not opened until the lateral ventricle had 
been tapped from above. The dura was then 
opened and both cerebellar hemispheres ap- 
peared to be normal. The vermis was partially 
split and revealed nothing in the opening to 
the fourth ventricle. The left cerebello-pon- 
tile angle was then explored with lighted 
retractors and all of the cranial nerves seemed 
to be normal. Anterior to the auditory and 
seventh nerves was a small amount of red, 
vascular tissue. We were unable to get a 
piece of it for biopsy, due to poor visibility 
and risk of bleeding. Following operation 
there was complete communication between 
the lateral ventricles above and the cisterna- 
magna. 


Fluid taken from the lateral ventricle was 
sent to the laboratory and the Spinal Fluid 
Wassermann was reported as 3 with a luetic 
Gold Curve. 


There was no postoperative bulging of the 
sub-occipital region and the patient made a 
very rapid recovery. She was given a thor- 
ough course of x-ray therapy in the belief 
that she still had a tumor in the region 
of the pons. The choked discs immediately 
cleared up following operation. The paralysis 
of the sixth nerve and the fixation of the 
pupils remained unchanged. There was con- 
siderable delay in starting her anti-luetic 
treatment because the ventricular fluid re- 
port was overlooked. She is improved at the 
present time and there have been no new 
neurological symptoms. 
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Summary and Conclusion 


We have presented two cases of sero-nega- 
tive syphilis simulating brain tumor. The 
symptoms included typical headache, choked 
discs and the other signs of increased pres- 
sure and neurological signs. One case had 
had a great amount of treatment and was 
negative at the time of operation. The other 
case had six weeks of treatment in face of 
a negative serology without result. 


Operation would have been necessary even 
in the presence of syphilis, in view of the 
gradually diminishing eyesight due to pres- 
sure. 

Although it is doubtful that operation could 
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have been avoided in either case, we can. 
not help but wonder whether the ventricular 
fluid, taken before operation, would not have 
been positive in spite of the fact that the 
spinal fluid was negative. This could be ex. 
plained by the fact that there was unques- 
tionably blockage in the subarachnoid path- 
ways. 

We believe that these two cases of syphi- 
lis, probably menningo-vascular in character, 
simulated the symptoms of brain tumor more 
perfectly than any we have ever seen. Their 
history would indicate that there are occas- 
sional rare cases of menningo-vascular syphi- 
lis in which relief can only be obtaineg 
through surgery. 


The Adolescent and His Emotional 
Problems 


FRANK J. CURRAN, M.D. 
New York, New York 
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Neurology and Psychiatry as a specialist in Neurology 
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HE gulf between childhood and adulthood, 

known as the adolescent period, is one of 
the most important and interesting periods 
of life. Unless it is wisely handled by parents, 
teachers and others working with youths, it 
can also be a most distressing and unhappy 
period both for the adolescent and for those 
in contact with him. 

Whether or not a person is to be a happy, 
well adjusted adult, capable of coping with 
life’s situations, depends on how he is aided 
during this difficult phase of his life. The 
term “adolescence” means “growing up.” 
There is no well defined beginning or end of 
this period, but the ‘“‘teen” age of twelve to 
twenty is the usually accepted one. During 
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these years, one clings tenaciously to the pro- 
tection and pleasures of childhood and, at 
the same time, reaches out for the privileges 
and responsibilities of maturity. 

Among primitive people there is no period 
of adolescence. A child is a child until pub- 
erty; that is, until the time when the body 
grows rapidly, the voice changes, hair appears 
on the face and certain other bodily organs 
enlarge or begin to function actively. In our 
civilization, we have no definite time when 
one is designated as an adult and permitted 
to wear long trousers, high heeled shoes or 
to smoke in public, use cosmetics or drive a 
car, and this leads to considerable conflict 
between parents and children. 


With but one single exception, there is no 
specific emotional problem of adolescence. 
All of the physical and emotional problems 
of childhood and adulthood can, however, be 
seen here in a very dramatic form. The one 
exception deals with the mating problem. 
Adolescents have a great urge to learn in 
what way they are the same and in what 
way they differ from others and they have 
strong instinctive urges to try various experi- 
ments to secure new sensations. In girls, 
menses begin and it is important that girls 
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pe prepared in advance for this phenomenon. 
If the parents or parent substitutes feel un- 
able to prepare children for these experiences, 
they should enlist the aid of their family 
physician. Most parents avoid the responsi- 
pility and, as a result, children often have 
very distorted ideas about the so-called “facts 
of life.’ Children and adolescents have a 
great curiosity in these matters and if this is 
not satisfied by parents or physicians, the 
children will be given perverted ideas from 
sidewalk gossip, obscene pictures and books. 
When a child asks his parents for facts they 
should be given in a calm, dispassionate man- 
ner. If a parent is evasive or made angry by 
the questions, the child will not feel free to 
discuss his fears or curiosities and may be 
fixated in his distorted notions. Books which 
will aid parents in this matter may be secured 
from public libraries or Welfare Centers. 


Although only a very small percentage of 
adolescents develop mental symptoms of such 
a marked degree that they require hospital- 
ization, the majority of adolescents have 
many emotional problems and are in need 
of sympathetic understanding and tolerance. 


Certain physical changes occur at the time. 
There is a sudden and surprising increase in 
height and weight, in the size of arms and 
legs; the growth usually begins at the age of 
twelve in girls and fourteen in boys. Girls 
grow more slowly after fourteen and boys may 
continue to grow until they are twenty to 
twenty-two. Strength increases rapidly from 
the age of seven; the strength increases more 
rapidly than height leading to marked awk- 
wardness and clumsiness. As a result, the 
adolescent becomes very self-conscious, blush- 
es easily and often shuns the company of the 
opposite sex. However, this process is fre- 
quently reversed in the latter period of adol- 
escence. 


With the growth, there is also a great in- 
crease in appetite, associated with finickiness 
about food. Fatigue may easily occur, so that 
the adolescent requires longer hours of sleep. 
He needs systematic outdoor exercise because 
of the rapid growth of his muscles. 


Acne, pimples or “blackheads” may appear 
on the face and chest. This is due to the fact 
that the small ducts or passages through 
Which oil is carried to the skin do not grow 
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fast enough to take care of the increased ac- 
tivity of the sweat glands. The ducts are 
stopped up and produce skin blemishes. If 
the individual scratches his face, infection 
may occur, resulting in a disfigured com- 
plexion. Adolescents often associate this acne 
with masturbation and believe their habits 
are being revealed by their facial disfigure- 
ments. It is important that they be told that 
the acne is caused by a local condition of the 
sweat glands and improper diet. Prompt 
treatment, including frequent applications of 
soap and water, should be undertaken at 
once. 

The intelligence problems of adolescence 
are of importance. The individual of supe- 
rior intelligence is able to do his school work 
more rapidly than others, becomes restless 
and often gets into considerable mischief in 
school. He plays pranks on others, draws pic- 
tures, throws paper, walks out of class and 
is a source of great annoyance to the teacher. 
James was one such adolescent who was sent 
to Bellevue Hospital for observation; he was 
restless in the classroom, made sounds imitat- 
ing animals, gurgling brooks, etc. He learned 
about anaesthesia in his chemistry class, re- 
moved a can of ether from school, picked up 
a Stray cat and tried to anaesthetize it. The 
ether can exploded, a small fire resulted, and 
James was taken to court and then sent to 
the hospital for observation. 

Other boys with superior intelligence will 
try to argue with their teachers about facts 
of history, or try to openly correct the 
teachers’ mistakes, and this may disrupt the 
class. In contrast, the defective or borderline 
adolescent, unable to do the routine school 
work, is put in an ungraded class and ridiculed 
by others who know of his grade placement. 
Such children often retaliate by a very marked 
aggressive behavior both in the classroom and 
out, in an attempt to prove they are physi- 
cally superior to their brighter classmates. 
Children of borderline intelligence, or of dull 
intelligence are compelled by law in New York 
State to attend school until they are at least 
sixteen; in some other states, this age is 
seventeen. Such adolescents, unable to get 
satisfaction from their school work, and ridi- 
culed by other students, will become truants, 
may steal to get money for movies (as most 
New York truants spend their time in mov- 
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ing picture theatres during school hours), or 
become involved in more serious antisocial 
acts with adults. Approximately one-third of 
the adolescent boys sent by the courts to 
Bellevue Hospital for mental observation are 
of defective or borderline intelligence. Such 
children will not benefit from further school- 
ing and they are often regarded as criminals 
because of their truancy. Would it not be 
wiser that known defectives with delinquency 
tendencies be permitted to quit school earlier 
and attempts be made for them to secure 
simple employment? If the school authorities 
treat them as criminals they will tend to 
associate with older criminals and will be 
used by these men for antisocial purposes. 


Although factors such as extreme poverty 
or homes broken up by the death of a par- 
ent, by divorce, or by abandonment may lead 
to juvenile delinquency, marked emotional 
problems may occur even when the parents 
live together and are in favorable financial 
conditions. If a father comes home in a 
drunken state, curses at his wife and beats 
up his children, the adolescent boy may react 
by assulting his father or attempting to imi- 
tate him; this latter procedure is the more 
common one. We often see in Bellevue Hos- 
pital boys sent to us because of marked tem- 
per tantrums, such tantrums being a dupli- 
cation of the father’s outbursts. The obvious 
way to prevent this behavior is for the parent 
to control his temper, his speech and his 
general conduct, if he wishes to have well 
behaved children. 

Parents are often worried about the inheri- 
tance of mental symptoms or of asocial con- 
duct. If one parent is alcoholic, neurotic or 
a criminal, will the child develop similar be- 
havior? It can be definitely said that heredity 
plays a very minor role and that if a child 
does develop the characteristics, it is due to 
exposure to parental influences and the 
child’s symptoms frequently disappear when 
the parental behavior is changed. 

Other adolescents may react to quarrels 
between parents by developing hysterical 
symptoms. George, who was sixteen, was sent 
to us because he was said to be walking in 
his sleep and going out into the streets in 
his pajamas at four or five in the morning. 
George’s father and mother drank heavily 
and they would accuse each other of un- 
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faithfulness in the presence of the boy. The 
mother would come home from parties at 
three or four in the morning and a fight 
would ensue between her and her husband. 
George’s reaction to these early morning 
quarrels was to walk out of the house. Aj. 
though he claimed he was unconscious, it was 
likely he was aware of his behavior. In this 
case, treatment of the parents, rather than of 
the child, was indicated. 


Another adolescent, Raymond, was sent to 
us because of certain so-called “epileptic” fits 
in which he tried to harm his relatives; when 
the fits were over, he claimed he Knew noth- 
ing of what he had done. Raymond lived 
with an uncle and aunt who were very nev- 
rotic. The uncle had spells in which he would 
stare into space and be unconscious for sey- 
eral minutes at a time. The aunt was excit- 
able, quarrelsome, constantly nagging the 
boy. Raymond wanted to get out of the un- 
wholesome environment, but had no place to 
go. Taking a cue from his uncle’s spells, he 
began to have attacks when he would sud- 
denly shout, hit his aunt, threaten to kill her. 
In Bellevue he made an excellent adjustment 
and we recommended he be put in a foster 
home. 

One of the perplexing problems of the 
adolescent is to make a decision as to his 
career. The boy is often uncertain as to what 
he wants to do, and changes his plans from 
day to day. Parents often become exasper- 
ated, try to insist that their children prepare 
for a certain profession such as law or medi- 
cine, even when the children do not have the 
intelligence to finish high school. Parents 
may feel thwarted because they couldn’t se- 
cure a higher education. Moreover, a father 
will ridicule the child because he is not def- 
inite as to his future and state he knew what 
he wanted to be when he was ten, twelve or 
fourteen. The father forgets that his present 
social and economic situations differ mark- 
edly from those of his own father and that 
with a wider choice of professions from which 
to choose, the adolescent is much more be- 
wildered. If the adolescent is given intelli- 
gence tests and vocational aptitude tests to 
prove or disprove his ability to do certain 
types of work in high school or college both 
he and his parents will avoid needless men- 
tal anguish. 
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One of the annoying traits of the adoles- 
cent is his feeling of great knowledge, of su- 
periority and of righteousness. All vices such 
as drinking or smoking are condemned. Even 
though he curses at others when he is angry, 
profane speech is distasteful to him. 

He feels he knows more than his parents, 
teachers, and older brothers and sisters and 
so he criticizes their speech, habits, manners, 
and ways of dressing. Parents and older 
children may forget that they have had simi- 
lar symptoms, and instead of being tolerant 
may resort to ridicule. As a result, the adoles- 
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cent may attempt to run away from home or 
seek sympathetic companionship by joining 
a gang. 


If the parents can retain their sense of 
humor, make allowances for this behavior 
and provide sympathy and tact, they will be 
rewarded by seeing the adolescent outgrow 
his awkward behavior, his fears and his shy- 
ness, and most important, they will retain his 
affection. Finally, they will have the satis- 
faction of seeing him attain normal maturity 
which should be the real “age of reason.” 


¢¢—____— 


Methods of Value 


in the Treatment 
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HE search for the cause and control of 

major convulsive seizures is as old as the 
history of Medicine. To avoid the complexity 
of this problem, one may find profit in di- 
viding it into certain basic parts, following 
which certain of its purposes and aspects be- 
come more understandable. 

After twelve years of analysis involving 
more than nine hundred carefully studied 
epileptics, I cannot avoid certain growing 
convictions relative to etiology and the most 
effective treatments concerned with this 
symptom-complex. 

I have become convinced in recent years 
that the mental deterioration formerly con- 
sidered a common sequel to epilepsy is largely 
preventable. The cause of the deterioration, 
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in my opinion, is the recurrent and profound 
cerebral anoxia encountered in the long 
phases of stupor following a major seizure. 
That the major seizure, per se, is not respon- 
sible for these mental changes has been clear- 
ly evident in our series. Full mental powers 
have been retained by some patients although 
they were subject to seizures throughout their 
entire life. 

We have come to view the typical major 
seizure as a combination of fowr distinct clin- 
ical entities, following each other in rapid 
sequence, subject to many modifications and 
exceptions, but, nevertheless, divisible into 
four component parts which offer a better 
insight into the mechanism, if considered 
separately, than is possible when the event 
is viewed as a whole. 

The first phase of the typical major seizure 
is one of syncope. In many instances, if this 
event occurred alone, one would be inclined 
to search for an “emotional-vasomotor” back- 
ground, a momentary cardiac inadequacy, a 
failure of blood pressure or blood flow 
through the brain organ, or some sudden fail- 


. ure of oxygen delivery, CO, removal; or dis- 


turbance of metabolites. The epileptic mani- 
fests many of these same defects. 

The second or tonic phase of the typical 
seizure is that of decerebration. A period of 
“extensor rigidity” follows the syncope and is 
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similar to that seen in massive intra-ventric- 
ular hemorrhage, decortication, or section of 
the peduncles of the brain. Almost complete 
stasis in blood flow through the brain capil- 
laries of the cortex may be temporarily re- 
sponsible for the sudden functional removal 
of the cortical levels of influence. The mech- 
anism of such a stasis needs only have to do 
with the loss of tone and increase in diameter 
of the small vessel tubes themselves, to pro- 
duce this phenomena. Hickey! has observed 
this response to vasodilatation. I have noted 
changes in the arteries, as well as engorge- 
ment of the capillaries during a convulsion; 
the flow of blood may be reversed so that the 
blue of the veins progresses backward down 
an arterial branch. Penfield has noted simi- 
lar phenomena. 


The third or clonic phase now follows in the 
rhythmical, characteristic, alternate move- 
ments of the prime flexors and extensors. 
Note at this point, we have no other similar 
pathological clinical picture which is analo- 
gous to such a selective plan of movement. 
Note, also, that these movements (although 
devoid of apparent purpose) are strikingly 
similar to that of the sprinter as he nears the 
tape in the one hundred yard dash. Such sus- 
tained movements are possible only in the 
presence of an adequate circulation and oxy- 
gen supply to the cortical ganglion cells. Total 
anoxia of the motor cells precludes even mo- 
mentary response. A selective circulatory re- 
sponse during this phase of the attack must, 
therefore, be predicated. That is, functional 
levels for certain movements become re- 
established, but high conscious levels of 
control remain non-responsive. 

Perhaps of far greater importance, and the 
crux of the convulsive mechanism, is the 
astonishing fact that only a portion, the 
primitive portion of the motor mechanism, 
partakes in the convulsive movements. 

The rotary movements, the movements of 
coordination, the prehensile skilled move- 
ments of the fingers; fine movements such 
as writing, fanning of the fingers, tennis and 
golf strokes, dependent upon careful adjust- 
ment of wrist and pelvic rotation, all, all, 
are conspicuous by their absence. 

Here I should like to pose a question to the 
reader which to me has seemingly defied an 
answer. If we are to implicate the cortical 
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motor area as the site of pathological activity 
(for we know that after removal of the motor 
cortex, a full and typical seizure can no 
longer be obtained) then, why should the re. 
sponse seen in the well developed, skill-con- 
ditioned adult brain, not partake of the 
movements concerned with modified flexor 
and extensor response associated with the 
large and small coordinator muscle groups 
and patterns established as acts or partially 
integrated acts of education and skill? 

Pathological processes such as scars, cysts 
and tumors, situated in or near the motor 
area have been claimed by many to be re- 
sponsible for Jacksonian as well as general- 
ized convulsive seizures. How can the pro- 
ponents of such casual analysis account for 
the selective influence of a diffuse scar or 
tumor upon a single infantile mechanism? 
Why in the true major seizure do we see the 
same type of response in the infant as we do 
in the adult, irrespective of the degree of de- 
velopment of the motor cortex? 

To abandon consideration of the highly 
skilled movements scattered throughout the 
involved area and focus attention only upon 
the primitive pattern of flexion and extension 
involved in a convulsive seizure, is as unrea- 
sonable and illogical as it is to ignore other 
members of a respectable and educated family 
because of the behavior of one of its young- 
sters. 

Because of this so far unexplained and 
strange selectivity of response, I have been 
forced to adopt a point of view regarding the 
convulsion that more nearly fits the facts 
gleaned from over four hundred contributions 
and Monographs on the subject and twelve 
years of careful clinical study of the prob- 
lem represented in more than nine hundred 
human beings afflicted with all varieties of 
this symptom-complex. Space does not per- 
mit the detailed recording of the reasons that 
have led to the subsequent concept. The face- 


acceptance of any unorthodox concept can- | 


not be expected either with or without full 
and logical reasons. Suffice it to say the 
road of analysis is open to all and I, for one, 
find myself today forced to consider the con- 
vulsive seizure, per se, not as a pathological 
morbid symptom of disease, but as a normal 
integrated reaction of defense, as inherent in 
certain species as are the deep tendon re- 
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flexes; representing, if you will, Nature’s “ace 
card” that can be played (if time and circum- 
stances permit) to save the brain from a sud- 
den, threatened failure of circulation. 

Before even attempting to defend myself 
from what must justly follow, in the form of 
question and criticism, let me briefly consider 
two remaining items in this communication. 


The fourth phase of the major seizure dis- 
cussed above is simply a period of stupor. 
The clinical analogies to it are numerous and 
form a spectrum, from the borders of deep 
and profound sleep to the terminal moments 
of coma. It would be difficult to recognize, 
without history or examination, a dozen 
known forms, identical in characteristics to 
the post-epileptic stupor, (viz. alcoholic, nar- 
cotic, anesthetic, traumatic, thrombotic, ure- 
mic, cardiac. etc.). 

This phenomena alone is intimately asso- 
ciated with mental deterioration when com- 
bined with other diseases to a similar degree. 
It is here that treatment must be directed in- 
tensely to combat the factors responsible for 
the stupor and promptly restore normal 
cerebral circulation to the higher levels, in 
order to prevent accumulative loss of import- 
ant ganglion cells. We have found that the 
same measures employed to bring the post- 
traumatic and the alcoholic into conscious 
levels apply to the epileptic as well. 

We have learned to measure improvement 
in the patient in terms of the period of un- 
consciousness following the seizure. The pa- 
tient returns to normal, conscious levels of 
control in a definite and orderly manner. 
Improvement in the patient is manifest by 
recession of the four components mentioned 
above; namely, the stupor shortens, and the 
attack may soon consist of the _ seizure, 
throughout which the patient may be partly 
conscious, and get up from the attack shaken 
and dazed, but able to walk, talk and under- 
stand. The seizure itself then begins to dimin- 
ish to more transitory movements of tonic 
and twitching character. Here too, the syn- 
Copal stage is lessened so that what may re- 
main of a persistent major attack is but a 
petit mal seizure, without falling or the loss 
of consciousness. 

From this point to full control and eradica- 


| tion of the symptoms is a difficult and often 


impossible step, but then, one cannot expect 
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to “remove” a normal mechanism—appropri- 
ate control is all that can be expected. 

Petit mal, in my experience, has often de- 
fied any consistent program of treatment. 
Some patients respond to the general meas- 
ures used in control of the major attack, 
others to the ketogenic diet, luminal or cor- 
rection of disturbed sugar metabolism. In 
other cases, the symptoms disappear for no 
known reason, and persist in some in spite of 
all forms of treatment. 


The improvement from a persistent grand 
mal state, to a fixed petit mal level is not 
considered by some as evidence of satisfac- 
tory improvement, under any method of treat- 
ment. In the syphilitic, however, clinical signs 
of improvement with a reduction of the Was- 
sermann reaction from a strongly positive plus 
four to a weakly positive plus one would cer- 
tainly be welcomed as evidence of the value 
of the treatment. 

It is often as impossible to obtain a convul- 
sive-free state in an epileptic as it is a Was- 
sermann-negative state in a syphilitic, al- 
though great improvement and a return to 
normal activities is possible for both. Even 
with persistent petit mal seizures, patients 
have carried on their chosen activities which 
would be impossible with the major form of 
the attack. 

To judge the results of treatment on the 
basis of comparative numbers of attacks in 
any one year, without regard to the character 
or severity of these attacks and the patient’s 
other evidences of improved activity, is as 
groundless as to condemn a rational form of 
treatment for the severe diabetic, because a 
trace of sugar appeared in the urine, from 
time to time, following recovery from the 
severe manifestations of this disease. 


A word, finally, as to the treatment which 
we attempt today. Every means that can be 
employed to maintain an adequate and sus- 
tained circulation to the brain organ will be 
found associated with beneficial response of 
function and more adequate control, espe- 
cially as concerns the major seizure. The 
post-convulsive stupor phase is diminished 
and usually disappears. Adequate heart per- 
formance (rate, size and power) must be 
assured. Adequate blood pressure (correction 
of structural and glandular inadequacies) is 
important. Adequate space within the cranial 
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cavity for blood to circulate (removal of 
edema and excess fluid) is most essential. 
Adequate cerebrospinal fluid spaces in the 
region of the motor areas (removal of or- 
ganic obstructions, scars, compression, tu- 
mors, etc.) should be carefully considered 
when present. Adequate return of blood from 
the brain to prevent circulatory stasis must 
be established. A search should be made for 
obstruction or anomalies to the venous out- 
lets of the skull, constriction of the jugular 
veins in the neck due to thymus, thyroid, 
abscess or tumor or lesions at the apex of the 
lung which may obstruct venous return flow 
to the heart and are frequently undetected 
complications. The fixed ring of the first rib 
presents a strangulation zone to the adequate 
passage of blood into the chest, if swelling of 
the soft tissues occurs. Optimal postural and 
hydrostatic relationships must be maintained, 
especially in the “structurally inadequate” 
group to insure proper cerebral circulation 
at all times. Cardiorenal circulatory effi- 
ciency to promote proper elimination requires 
careful analysis. 

All of these problems appear for considera- 
tion in the study of the epileptic patient and 
proper correctional measures have to be insti- 
tuted if results are to be obtained, or surren- 
der to the use of convenient anti-convulsant 
drugs is to be avoided. 

The barbiturates, chloral and bromide have 
their part to play, chiefly as Spiegel has 
shown, by making the cortical cells less per- 
meable to fluid. Drugs should not, however, 
be used merely to suppress the outward mani- 
festations of threatened cerebral circulatory 
failure. The inevitable increase in the drug 
is usually required to prevent Nature from 
indicating the desperate state of affairs 
actually existing, which usually is relentlessly 
progressing toward the loss of function of her 
most jealously guarded organ, the brain. 

Too frequently in the past, the profession 
has hurried the process by depressant drugs, 
physical and mental inactivity and complete 
neglect of the underlying difficulties. 

Each epileptic patient becomes an individ- 
ual clinical problem and the treatment must 
be designed to meet the inadequacies encoun- 
tered. We have undertaken and observed the 
various forms of treatment advocated from 
time to time. The ketogenic diet we have 
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found to be of benefit, particularly in chi. 
dren, but four years is the longest periog 
that we have observed an individual to be 
able to tolerate this program. One to typo 
years is the limit in the adult. Eventually, the 
method of fluid limitation and dry diet has 
become necessary because most patients can 
adjust themselves to this program indefinite. 
ly. Starvation and the ketogenic diet assist 
in initiating the program of “dehydration” 
when severe and chronic cases have required 
prompt amelioration of the symptoms. 

Ketogenic diet has frequently controlled 
petit mal seizures, in our experience, when 
all other measures have failed. Careful keto- 
genic diet alone will control approximately 
35 per cent of the major epileptics; with the 
addition of phenobarbital, approximately 53 
per cent. Proper application of the principles 
of “dehydration” will control 61 per cent and 
with the addition of small doses of phenobar- 
bital, 76 per cent of major cases. 

As the primary objectives of “dehydration” 
have been concerned with increasing circu- 
lating blood volume to the cranial cavity (by 
subtraction of unnecessary fluid so as to per- 
mit space for additional blood), it is obvious 
that restriction of liquid intake alone rarely 
accomplishes this end. There must exist a 
definite change of volume relationship in the 
cranial cavity. This is accomplished with 
certainty only by spinal drainage and follow- 
ing this new balance in the fluid-blood-vol- 
ume relationship the advantage gained by 
spinal drainage must be constantly main- 
tained by measures of careful liquid, dietary 
and weight regulation. 

Contrary to the impressions of some, we 
hold no indictment against liquids, per se. 
They are merely the agents that quietly steal 
the space needed for adequate cerebral cir- 
culation in the presence of some inherited or 
acquired structural or functional inadequacy. 
more support, in my judgment. 

Looking back over the intensive study of 
the past twelve years, irrespective of the 
methods of treatment which have been tried, 
the outstanding clinical fact appears to be 
that whenever the efficiency and integrity of 
cerebral circulation has been improved, 
whether directly or indirectly, the epileptic 
patient has improved symptomatically and 
mentally, with less and less dependence o 
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stultifying drugs. Since it is clinical improve- 
ment that we seek, our therapeutic attack 
upon this problem must continue along the 
pasic lines that an improvement in circulation 
and nutrition to an organ is usually associated 
with an improvement in function. 

Finally, I should like to call your attention 
to our 23 per cent failure group, which has 
given us great concern. 

Four years ago, the concept that the con- 
yulsive phenomena might represent an inte- 
grated mass reaction of defense as a protec- 
tive mechanism seemed to find more and 
more support, in my judgment. 

Coghill has pointed out the existence of 
two distinct motor systems in the amphibian; 
one concerned with primitive movements of 
head, eyes and tail with simple paddle-like 
movements of the extremities and another 
motor system which eventually develops, con- 
cerned with complicated and highly coordi- 
nated movements of the extremities. 

Eventually these motor systems are fused 
but in the embryonal stage can be clearly dif- 
ferentiated. 

There is much evidence to suggest that a 
convulsive seizure expresses itself through the 
old primitive motor pattern and system rather 
than the more recent advances concerned 
with complicated movements. 


Here, perhaps, lies a clue as to the Clinical 
selectivity of motor response and the possi- 
bility that we may be dealing not with a 
motor system as a whole, but only with an 
early coordinated pattern concerned with 
prime movements alert to defense possibili- 
ties, concerned with the primitive organism. 

The question naturally arises as to what 
“defense” a convulsion could possibly estab- 
lish for the human being. It is true that in 
the fish, such primitive “flapping” convulsive 
movements on land might, and do at times, 
restore the fish to its natural watery sur- 
roundings, but such a response in the non- 
aquatic forms might lead to plunging them 
into an environment that would be promptly 
fatal. What purpose could be served in the 
human suffering from a major seizure? 

In observing a full blown major convulsion, 
an attempt was made to try and grasp the 
“defense significance” of such an event. The 
violence and the magnificent display of 
muscle action seemed out of all proportion 
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to the cause or the possible unknown “pro- 
tection” that could be afforded by such a 
demonstration. The fit seemed only a waste 
of energy that otherwise might find some 
useful application—a good, general “work 
out” from the standpoint of the patient, with- 
out his knowledge or consent. 

The idea that a brisk physical “work out” 
might assist in the re-establishment of a fail- 
ing cerebral circulation seemed plausible but 
hardly tenable, nevertheless, if a violent phy- 
sical “work out” was what might be needed 
by Nature, or intended as a defense mecha- 
nism, it was resolved to push this principle 
in a selected group of chronic epileptics that 
had failed to respond to other measures, in 
order to observe the effects of such a program. 

In spite of the common belief that violent 
activity frequently leads to a convulsive seiz- 
ure in the epileptic, I felt there might event- 
ually be some improvement in general circu- 
lation that would benefit the cerebral por- 
tion, as well. I, therefore, sought the most 
exacting activities and enlisted the interest 
of Coach Russell Callow, of the University of 
Pennsylvania crew, and obtained the program 
of “work out” required of his men, as well as 
the measures which he felt led definitely to 
the development of an “athlete’s heart.” 

In over two hundred orthodiagraphic meas- 
urements (careful studies made by Dr. Hugo 
Roesler on our patients) we have observed 
frequently in the adolescent “idiopathic” type 
(and in most of the hopeless group, as well) 
tall, thin-chested patients with remarkably 
small hearts and a greater distance than nor- 
mal between the heart and the brain. 

The observations on deliberate production 
of an “athlete’s heart,” it was thought, would 
assist in the analysis of this structural defect 
as well. % 

Details concerning the methods involved 
are impossible here, but suffice it to say that 
eighteen of the “hopeless” types were placed 
on a program of deep breathing exercises, 
rowing-machine, and set-up “work outs,” 
morning and night, with two days a week of 
intensive gymnasium training. I am indebted 
to Mr. Baack of the Germantown Y. M. C. A. 
of Philadelphia for his help and cooperation 
in handling this class, in spite of their men- 
tal and physical defects. 


The result has been that all but one have 
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remarkably improved; six have been attack- 
free for three years, two have entered public 
school, where formerly they had been kept 
at home under tutors or irregular training, 
nine have had recurrent attacks, but have en- 
joyed intervals of six weeks to eighteen 
months, where formerly their longest inter- 
val, prior to selection for this experiment, was 
one month, over a period of two or more years. 
All have improved physically. In every in- 
stance a change in the character of the at- 
tack has occurred to a more favorable type 
and the objection that seizures were likely to 
follow violent exercise has been found to be 
untrue, when the patient was carefully in- 
structed how to breathe so as not to produce 
hyperventilation. 

It would appear that the rapid loss of resi- 
dual CO., from the chest may have much to do 
with the onset of the convulsive seizure (rapid 
abnormal loss of CO., from the body allows the 
cerebral vessels to contract and thus favors 
greater cerebral anemia). 

The concept of the convulsive seizure as a 
normal reaction of defense against a sudden 
failure of cerebral circulation, has support 
from many other angles. However, if it is 
a “good work out” that is desired by Nature 
to correct and re-establish this defect in 
cerebral circulation, then we have chosen to 
anticipate her needs in a routine fashion, 
and either because of, or in spite of our adop- 
tion of this additional program, patients who 
did not respond to the conventional means of 
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treatment have not cnly found relief from 
their affliction, but have re-entered their 
world in a state of physical and mental im- 
provement, no longer a drug-sodden burden 
upon their families or the community. 


Summary 


In my opinion, the Epileptic patient presents 
a challenge, “What is wrong with cerebral 
circulation?” If the clinician will keep this 
question in mind until adequately answereg 
in terms of trauma, adhesions, edema, or in- 
tra-cranial lesions, not overlooking the search 
as to efficiency of heart, blood vessels and 
structural developments, there will logically 
arise a treatment designed to correct, if pos- 
sible, the underlying defects. Encephalograph- 
ic studies and cranial search for those where 
organic lesions are to blame, physical devel- 
opment, proper exercise for those showing 
structural inadequacies, regulation of diet, 
weight, fluids, activities and habits are most 
important and proper selection of drugs in 
small quantities, where needed, to fortify 
other measures. 

Epilepsy is not a disease; it is a symptom- 
complex. Symptom-complexes can be broken 
up and thus controlled, whereas specific dis- 
eases are amenable to specific treatment. 
Every Epileptic deserves a complete and thor- 
ough study and examination before intelligent 
treatment can be instituted. 


1. Demonstrations by Hickey, Prof. of Physiology, 
Temple Univ. Sch. of Med. 
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NEWSNOTES 


NEW HAVEN ADDRESSES 


On Tuesday, April 9, 1940, Dr. Winifred Over- 
holser of Washington, D. C., delivered the Delta 
Omega Lecture at Yale University. The subject 
of his address was, A State-Wide Program for 
Mental Hygiene. 





On Thursday, April 25, 1940, Dr. Frank J. 
O’Brien, Director of Child Guidance Work in the 
New York City Public Schools spoke on Psychiatric 
Work with Children at a meeting of the New 
Haven Branch of the Connecticut Society for 
Mental Hygiene. 





The last meeting of the Connecticut Society 
for Psychiatry was held on March 26, 1940 at the 
Institute of Human Relations at New Haven. The 
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scientific program consisted of papers, as follows: 
Psychiatric Remarks on Adolescence, Dr. James 
M. Cunningham, Hartford, Conn.; Some Observa- 
tions on Anancasm, Dr. Helen G. Richter, New 
Haven, Conn.; Depressive Reactions in Middle- 
Aged Men, Dr. William B. Terhune, New Canaan, 
Conn. 


MEETING REPORT 

The North Carolina Neurological and Psychia- 
tric Association met on March 29, 1940 at Winston- 
Salem. Dr. Elbert MacMillan of Winston-Salem 
spoke on Acute Disseminated Encephalomyelitis; 
Dr. John C. George of Oteen, on Some Unusual 
Neurological Conditions; Dr. Richard F. Ritchie, 
Winston-Salem, on What Is Mental Hygiene; and 
Dr. A. P. Noyes, Norristown, Per nsylvania, on 
Personality and Psychosis. 
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Treatment of Schizophrenia 


(Dementia 


Praecox) 


S. H. KRAINES, M.D. 
Chicago, Illinois 


Dr. Kraines is, at the present time, an Associate in 
psychiatry in the College of Medicine of the University 
of Hlinois and Assistant Alienist of the State of Mlinois. 
He holds membership in the following societies: the 
Chicago Neurological Society, the Chicago Society for 
the Study of Personality, the Illinois Psychiatric Society 
and the American Psychiatric Society. He is also a 
Diplomate of the American Board of Psychiatry and Neu- 
rology. Dr. Kraines has published articles in the “Ameri- 
can Journal of Psychiatry,” the “Journal of Nervous and 
Mental Diseases,” the “Archives of Neurology and Psy- 
chiatry” and the “Journal of the American Medical Asso- 


ciation.” 


Schizophrenia is a term coined by Bleuler 
to replace Kraeplin’s term Dementia Praecox; 
for dementia does not always develop in 
these patients, nor does the psychosis neces- 
sarily occur early in life. There is no estab- 
lished pathological anatomy of this condition, 
and until the recent advent of shock therapy, 
there was no therapy which offered any pros- 
pect of success. 

Before entering into the technique and 
methods used in treatment, I shall outline a 
few of the known facts concerning this condi- 
tion. Schizophrenia is a reaction pattern 
rather than a disease entity. This pattern is 
characterized by suspiciousness, ideas of refer- 
ence, paranoid tendencies, phantasy forma- 
tion, withdrawal from reality, delusions and 
hallucinations. Such a reaction pattern may 
occur at almost any age, and may be associ- 
ated with almost any type of physical dis- 
ease. The background of patients developing 
these symptoms is usually indicative of a shy, 
sensitive, introverted personality. Most com- 
monly this psychosis develops without any 
precipitating factor, in the second and third 
decade. It is just as common in men as in 
women, but is three times more common in 
single than in married persons. 


There is little known of the heredity in this 
illness. Studies on twins have revealed that 
Slightly less than half (44 per cent) of mon- 
ozygotic twins develop schizophrenia in both 
Siblings; whereas less than 5 per cent of the 
twin sibling of dizygotic schizophrenic pa- 
tients have the same illness. Among brothers 
and sisters, the incidence is about 3 per cent. 
Asthenic-athletic physiques, seem to be cor- 


related with this psychosis, while pyknic types 
(short, round, bald-headed) tend to occur in 
the manic-depressive psychosis. 


As mentioned above, the predisposing fac- 
tors seem to lie primarily in the type of per- 
sonality. From early childhood, many of 
these persons are the so-called shy sensitive, 
rarely the leader, type. History on admission 
into institutions, reveal that youths over 20 
and 25 have in a large percentage of instances 
never married, never had sex relations, have 
over-indulged in masturbation, in phantasies, 
and do not drink or smoke. Obviously it is 
not the abstinence of drinking, smoking or 
sex which makes these persons schizophrenic, 
but the attitude behind these inhibitions 
which is significant in the formation of the 
illness. Many parents on the advent of such 
an illness may take their son to a house of 
prostitution, but this is of no avail as long as 
the attitude behind the illness is the same. 
Precipitating factors may be in the nature of 
physiologic changes such as occur at and 
following puberty and pregnancy; they may 
be organogenic as in pernicious anemia, arte- 
riosclerosis, and infectious states; and they 
may be psychologic, such as acute feelings 
of inferiority, of being different, of matri- 
monial disharmony, etc. 


Schizophrenia is divided conventionally 
into four main groups: simple, hebephrenic, 
catatonic, and paranoid. The simple schizo- 
phrenia is characterized by a general let down 
in interest and activity. The patient is a day 
dreaming, moody, irritable, asocial person 
who satisfies most of his desires in phantasy. 
The hebephrenic variety is characterized by 
Silly childish behavior with vivid hallucina- 
tions, marked incoherence in thinking, and 
rather quick deterioration. Catatonic schizo- 
phrenia is primarily associated with stupor, 
with mutism, refusal of food, incontinence, 
and muscle changes called cerea flexibilitas, 
wherein the arm or any part of the body can 
be arbitrarily placed in any position, and the 
patient will tend to keep it there with little 
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sign of fatigue. The paranoid form of this 
illness has the “persecution complex.” These 
patients may often be very intelligent and 
can reason and discuss all incidents clearly, 
except those which touch upon their peculiar 
ideas. Delusions develop gradually and are 
built up into a system which tends to explain 
why they are being persecuted. This form 
is the most serious of the group and is the 
most likely to result in harm to others. 

The symptoms of schizophrenia may be 
divided into two groups: early and late. The 
earliest symptoms gradually emerge from the 
patient’s usual personality. Irritability be- 
comes more marked, and suspiciousness de- 
velops. At first this suspiciousness is general 
and directed toward anyone who may fall 
into the patient’s path, but later it becomes 
more crystallized and definite. The patient 
becomes preoccupied and sits staring into 
space for hours paying no attention to what 
goes about him. His habits deteriorate, and 
a person whio was cleanly and fastidious, may 
become careless and slovenly. The patient 
avoids social contacts, and refuses to go out 
with those who used to be quite close. He 
may become so preoccupied that he laughs to 
himself, and begins to mumble to himself. 
Peculiar motions will be made, masturbation 
will occur openly, the patient may run about 
nude, and finally delusions of persecution, 
and hallucinations (primarily concerned with 
voices) will occur. The patient may smell gas 
supposedly placed in the room to kill him, the 
radio reads his mind, and conveys secret mes- 
sages to spies, dictaphones are present, etc. 
Finally these patients may become violent, 
shouting, breaking furniture, and attacking 
members of the family. At this time, hospi- 
talization which is usually put off for a long 
time by the family, will occur. 


Should this condition progress, various 
symptoms of dementia will occur. The shock 
treatments have prevented many of these 
symptoms, however, even in the deteriorated 
patients. They may sit about for hours, hardly 
moving, and in peculiar positions. They be- 
come incontinent of bowel and bladder, and 
saliva drools from the corner of the mouth. 
Peculiar motions are present and the patients 
may bow and scrape for hours. Mutism is 
present, or else the patient will pour forth 
a string of senseless words (word salad). No 
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interest is manifested in any of the gyr. 
roundings, and it is often necessary to tube 
feed them. Death tends to result from tuber- 
culosis and from cardiac disease. In state in- 
stitutions these patients may live for Many 
years, the average age of death of the schizo. 
phrenic being over 50 and of the paranoiq 
psychosis, over 60. 


Psychological Treatment 


(a) Psychological therapy is of utmost.im- 
portance. Without it many of the beneficia) 
effects of the chemical therapy will be wasted. 
It must be remembered that each patient is 
confronted by many psychological emotional] 
difficulties which in themselves can be 
cleared up only by psychotherapy. 

There are several principles to follow in 
schizophrenia as differentiated from nev- 
rosis: 

(a) Constant encouragement and _ not 
overly obvious praise must be given to the 
patient. This is essential because of the self- 
accusations and self-condemnation present 
in so many of these patients. Reassurance 
must be frequent and strong. 


(b) Attempting to force a hasty resolution 
of the complicated disturbance of these pa- 
tients is unwise. Their peculiar ideas can be 
unraveled and straightened out only gradu- 
ally and only as the patient begins to develop 
some self-confidence. If one attempts to do 
too much in too short a period of time, these 
patients will often tend to harden and fix 
their delusions rather than soften and loosen 
them. 


(c) Persuading the patient that his de- 
lusions are false is worse than ineffective. 
The delusions themselves are the result of 
an underlying emotional turmoil. These de- 
lusions are the result of peculiar think- 
ing, but exist because of the internal conflict. 
All the discussion in the world about the 
delusion will do very little to change the 
underlying conflict which is the source of 
the delusion. In actual practice, attempts to 
change and rationalize delusions will result 
in the patient’s becoming more fixed and 
unyielding about them. 

(d) Offering the patients a psychologic or 


physiologic explanation for some of theif 
symptoms is often effective. Thus if a pa- 
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tient has peculiar pains in the body, it is well 
to explain that under nervous tension muscles 
may contract and give rise to peculiar skin 
sensations; and that these sensations will 
tend to disappear as the muscles relax. Rea- 
soning of this sort given to the patient offers 
him some security and substitutes a more or 
less rational explanation for some possible 
delusional theory he will advance. 


(e) Emphasizing the general and univer- 
sal nature of conflicts is helpful. The patient 
should have explained to him that conflicts 
are present in every individual and that cer- 
tain wishes, desires, or ideas are normal. For 
example, in many instances, there is a great 
deal of sex conflict in these patients, and 
one may tell them repeatedly that sex is a 
normal biologic drive; that it is present in 
every normal individual; that whereas one 
may not be able to satisfy this drive except 
under conditions which society recognizes, it 
nevertheless is a normal tendency. In a simi- 
lar vein, one must understand many of the 
conflicts of the patient and repeatedly re- 
assure him of the fundamental nature and 
humanness of desires. 


(f) Social activity should be encouraged 
as much as possible, but here again the sug- 
gestions must be made very gradually—lead- 
ing the patient as it were—instead of driving 
him into community life. 


Insulin Shock Therapy 


Should a definite diagnosis be made of a 
schizophrenic condition, it is advisable to 
start one of the shock therapies immediately. 
The choice of the therapy varies with the 
type of schizophrenia. Paranoid and hebe- 
phrenic varieties do better on insulin shock 
therapy than the catatonic variety, which 
does better on metrazol. However, both forms 
of treatment are effective, and should one 
type of therapy fail, the other type can then 
be used. 


The mechanism by which these shock ther- 
apies produce results is unknown. Presum- 
ably the effect in both instances is to pro- 
duce an anoxia of cerebral cells, which when 
compensated for tend to produce a return to 
hormal function. The insulin anoxia seems 
to result from the inability of the cell to 
utilize carbohydrates and oxygen; in metra- 
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zol therapy the alteration in the cerebral cir- 
culation, and the long cessation of respiration 
seem to be more important. In experimental 
work, one may produce actual and perma- 
nent changes in brain structure, but the 
dosages there used are out of proportion to 
those utilized in the treatment of man. What- 
ever the theoretical consideration, the prac- 
tical results have made these treatments in- 
dispensable. 

Before treatment is started it is advisable 
to examine the patient carefully for any 
physical disease. Electrocardiograms are par- 
ticularly necessary, since cardiac degenera- 
tion forms one of the contraindications. The 
patient should be prepared for the treatment 
by being informed that “injections will be 
given daily, and he will not be able to eat 
until four hours after each treatment.” It is 
advisable to place the patient in a hospital 
or sanitarium where strict supervision is pos- 
sible, and where the patient can be restrained 
should his objections be violent. The relatives 
should be informed of the fact that there is 
danger attached to the treatment, and that 
the margin of safety between coma and fa- 
tality is slight. Nevertheless, the chance must 
be taken and the risk can be reduced to a 
minimum by careful technique. Visitors are 
best not allowed until well toward the end 
of the treatment. 


Insulin is given five or six days a week. The 
patient is allowed no food after the evening 
meal (unless there has been a very large dose 
of insulin used that day), and at 7 a. m. in- 
sulin is injected subcutaneously. The first 
dose is 20 units, and the dosage is then in- 
creased by ten units every morning. (There 
are cases which have developed coma with 17 
units.) At 11 a.m. food is given. 50 per cent 
sucrose in orange juice is given by mouth, in 
the amount of two grams of sugar for every 
unit of insulin. This is then followed by 
an ordinary meal high in carbohydrates. 
Throughout the afternoon the patient is 
closely watched and frequently given sugared 
orange juice. As the higher dosages of in- 
sulin are reached, the patient may not go 
into coma in the morning, but may go into 
a severe reaction later in the afternoon, even 
though food has been given. No patient 
should be allowed to wander about the sani- 
tarium unobserved, because of this danger. 
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Insulin is increased until the patient goes 
into a coma, and then the dosage remains 
the same. Care should be taken, however, to 
watch the rate at which the patient goes into 
coma, for sometimes the patient becomes sen- 
sitized and will develop coma on smaller 
doses. The average patient goes into coma 
on insulin of 150 to 200 units. Plain insulin, 
and not the protamine zinc insulin should be 
used, as the latter is unpredictable, and may 
develop coma at late hours. Some patients 
may not develop coma, however, with doses 
as high as 500 units. In experiments, I have 
given as high as 1000 units in one dose, and 
the patient developed coma one and one-half 
hours later; no untoward effects were noted. 
In giving the sucrose, care must be taken not 
to force it to the point of nausea, or else vom- 
iting will result and coma may develop. Oc- 
casionally, the patient will seem to have 
enough sucrose and still remain in coma, at 
which time it is advisable to give just plain 
water, for the sucrose may remain in a con- 
centrated form in the stomach and not be 
absorbed. 


Having noted the time when the coma de- 
velops, as indicated by non-response to gentle 
shaking, one should allow the patient to re- 
main in the coma for about % to 1 hour. The 
patient may then be fed by stomach tube, or 
by intravenous injection of 50 cc. of a 50 per 
cent solution of dextrose. The latter usually 
revives the patient immediately. In using the 
stomach tube, care must be taken to see that 
the tube is not in the bronchi, as the 
pharyngeal reflexes are gone. Aspiration 
pneumonias have occurred. Should the pa- 
tient not respond, subcutaneous injection of 
adrenalin will stimulate enough liver glyco- 
genolysis to bring the patient out of the 
coma, even though for a short time. As soon 
as possible then, the patient must be made 
to drink the orange juice and sugar. Occa- 
sionally, the patient may not respond to these 
measures, and then it is necessary to give 
intravenous dextrose, hyperdermoclysis, apply 
heat, and use stimulants frequently. Occa- 
sionally, coma may last for 24 to 48 hours in 
spite of all stimulating measures. 

The prognosis as far as life is concerned is 
good. If there is careful observation, death 
rarely occurs. Recovery, however, varies in 
proportion to the duration of the illness. 
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Cases, where the beginning of the acute jj. 
ness does not date further back than gi 
months, have a relatively high percentage of 
cures; those which have lasted over two years 
are relatively difficult to cure. Figures Vary 
from 90 per cent to 40 per cent cures in the 
first group, and from 45 per cent to 20 per 
cent in the latter group. However, the pres- 
ence or absence of psychotherapy may be 
the deciding factor in the case. Many patients 
who are not cured by this method are vastly 
improved in their behavior; and untidy, cata- 
tonic, and stuporous patients may become go- 
cially useful in the wards. Generally speaking, 
one may say that the patient has everything 
to gain and very little to lose in having this 
form of therapy. Even when the patients are 
very resistive to the medication, the bene- 
ficial results are not altered. 


Metrazol Therapy 


What has been said about insulin therapy 
applies to metrazol as far as preparation of 
the patient and the family is concerned. 
However, metrazol is far quicker in its action, 
and more severe. It also engenders over- 
whelming fear in the patient which amounts 
at times to terror. It should be used, never- 
theless, either alone or following insulin when 
the conditions permit and warrant. 

Metrazol, known as cardiazol, is a convul- 
sant. It is used in one cc. doses as a cardiac 
stimulant. It was first experimented with by 
Meduna because of the well known lack of 
epilepsy in schizophrenic patients. Meduna 
had the thought that if he could develop 
epileptic seizures in these patients good re- 
sults might be obtained. After experimental 
work he tried it on patients and obtained 
excellent results. His figures, however, are 
higher in cures, than has been generally 
found. Metrazol is water soluble, and stable 
if put up in airtight bottles. It is standardly 
used in a 10 per cent solution, which is color- 
less and clear. The initial dose is commonly 
4 cc. for women and 5 cc. for men, and this 
dosage is increased by one cc. at a time until 
a convulsion results. The metrazol is injected 
into the cubital vein, with a large gauge 
needle. It should be given as quickly as pos- 
sible so that it may reach the brain in con- 
centrated form. The same dosage that will 
produce a convulsion, if injected quickly, will 
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not produce one if given very slowly. 

The patient is placed on his back, with the 
ped removed from the walls, with only a hos- 
pital gown on, and his arms folded across his 
chest. A pillow under his head tends to in- 
crease the flexion of the trunk and reduce 
some of the pull of the prevertebral muscles 
during the ensuing spasm. Within 20 seconds 
after the injection the first convulsive twitch 
occurs. A full tonic spasm followed by a clonic 
spasm then occurs. During this time the pa- 
tient does not breathe for 45 seconds. The 
time mentioned above is so characteristic as 
to be almost standard. Occasionally, however, 
convulsions may not occur for even ten min- 
utes after the injection. During the 20 sec- 
onds before the convulsion, the patient feels 
no pain, but may have peculiar sensations. 
Some patients ‘feel as if they will die, and 
some feel electric currents, or see flashes of 
light. Coma then ensues, and the patient is 
unaware of what follows until he awakens. 
Many patients just feel that they “go to 
sleep,” particularly if they develop a convul- 
sion with the first dose. Many patients have 
an amnesia for the injection, and on a num- 
ber of occasions, the patient after greeting 
me and conversing, following the injection, 
has asked in a confused manner, when I was 
going to give her the treatment. 

After the cessation of the convulsions (al- 
together lasting about one minute) the pa- 
tient is stuporous for periods of time varying 
from a few minutes to several hours. Usually, 
he will go to sleep for about one to two hours. 
Because of the violence of the convulsive 
movements, dislocations, muscle rupture, and 
even fractures may occur. With the proper 
technique of placing the patient on his back, 
body slightly flexed, and hands folded across 


the body these rarely occur. It is important 
to see to it that during the convulsive move- 
ment the patient is not restrained; since 
practically every muscle in the body is in 
spasm and any attempt to keep the patient 
from making convulsive movements will only 
result in tearing of the muscle. The greater 
tuberosity of the humerous has been torn off 
by such violence. Fractures of the bodies of 
the vertebrae are reported, but do not occur 
commonly, and certainly they heal with prac- 
tically no untoward effect. Dislocation of the 
jaw can be quickly and easily reduced after 
cessation of the convulsion. During the en- 
tire convulsion, there should be a wedge 
placed between the teeth to make sure that 
the tongue will not be bitten. 


The prognosis for life is good; deaths are 
extremely uncommon. One must warn the 
relatives, however, of the possibilities of frac- 
ture and of the patient’s fear of the treat- 
ment. In many cases, muscle pains remain 
for some time after the psychological cure 
has occurred. Some patients have a poor 
memory, some poor eyesight, and some de- 
velop cardiac pain after a course of treat- 
ment. These after symptoms may be caused 
by physical brain changes, but they are usual- 
ly temporary and disappear within two or 
three months. The number of injections 
varies with the type of improvement. Usually 
12 to 15 injections are given, every other day. 
Cures are less than those _ resulting 
from insulin therapy in the paranoid and 
hebephrenic varieties, and somewhat greater 
than insulin in the catatonic variety. When 
this method precedes or succeeds insulin 
shock therapy the percentage of cures is 
higher than when either one is used alone. 

30 N. Michigan Ave. 
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NEWSNOTES 


MASSACHUSETTS SOCIETY FOR RESEARCH IN 
PSYCHIATRY FORMED 


On March 28, 1940, the Massachusetts Society 
for Research in Psychiatry was officially formed. 
Officers elected were: Dr. William Malamud, Pres- 
ident; Dr. Paul Yaklovev, Vice-President; and Dr. 
Kenneth J. Tillotson, Secretary-Treasurer. The 
first formal meeting of the society will be held on 
May 2, 1940 and a research program will be pre- 
sented. 


LOS ANGELES SOCIETY MEETING 


At a meeting of the Los Angeles Society of Neu- 
rology and Psychiatry, held at the Los Angeles 


County Medical Building on April 17, 1940 Dr. 


Mark A. Glaser and H. Sjaardena, Ph. D., spoke 
on The Value of the Electroencephalogram in 
Cranio Cerebral Injuries; Dr. William T. Grant 
spoke on Scalenus Anticus Syndrome; and Dr. 
Cullen Ward Irish spoke on Douglas’ “The Phy- 
sical Mechanism of the Human Mind.” 
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BOOK REVIEW 


Injuries of the Nervous System Including 
Poisonings, by Otto Marburg, M.D. and Max 
Helfand, M.D., New York, Veritas Press, 1939, 
213 pages, $3.00. 


This is a short, compact treatise on the effects 
of trauma and poisoning on the brain, cord and 
peripheral nerves. The authors conform to Petit’s 
classification of acute cerebral injuries and re- 
cognize three types, namely, concussion (com- 
motion), contusion and compression. No new 
theories are offered to explain the common after- 
symptoms of head injury, particularly those dis- 
concerting subjective disorders which try the 
soul of every neuropsychiatrist. The writers wise- 
ly conclude that “the discussion of the subject is 
not closed,” but show a disposition to lean heavily 
on the organogenic side of the problem. For in- 
stance, in explaining the headache in post- 
traumatic constitution, the authors attribute it 
either to pressure disturbances, or to a direct 
irritation of the nerve supply to the meninges. 
The dizziness is assigned to a true vestibular 
lesion. This attitude, however, does not blind them 
to an appreciation of the neurotic elements in 
the post-traumatic state, for they do emphasize 
that one of the most essential factors in evalua- 
ting the symptoms is the status of the pre-morbid 
personality of the injured. 

The all-important subject of more remote se- 


quellae of concussion and contusion is handleg 
in one chapter, which gives ample consideration 
to such tangibles as meningitis, encephalitis, aps. 
cess, cyst formation, adhesions, epilepsy ang 
hydrocephalus, but is notably silent on the matter 
of post-traumatic mental and nervous States, 
around which so many clinical problems ang 
medico-legal controversies develop. 

Quite comprehensive is the chapter presenting 
traumatic hemorrhagic disease of the cord. Con- 
cussion of the cord is conceded as a true Clinica) 
and pathological entity. In view of the extensive 
literature on electrical injury to the central ner- 
vous system, the discussion of this subject is 
disproportionately too brief. 


The chapter on poisonings deals briefly with 
the symptoms and pathology of the common toxic 
substances. 

The occasional grammatical errors and unusual 
syntax can be discounted because they are both 
a part of the quaint English of the continenta] 
clinics. The content itself is fairly clear and re- 
presents the rich experience of a clinician who 
has studied trauma both abroad and in this 
country. The volume will serve most efficiently 
as a handbook on the subject. 


Louis J. Karnosh, M.D. 
Cleveland, Ohio. 
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NEWSNOTES 


MENTAL HYGIENE SOCIETY MEETING 


During the meeting of the Virginia Conference 
of Social Work in Roanoke, April 16-19, 1940, the 
Mental Hygiene Society of Virginia sponsored 
the following program on April 19, 1940: Intra- 
and Extra-Mural Clinics, by Dr. J. E. Barrett, 
Marion, Virginia; Social Welfare Activities, Miss 
Hester Crutcher, New York; Occupational Ther- 
apy, Miss Mary Junkin, Richmond, Virginia; 
The General Practitioner Looks at Mental Hy- 
giene, Dr. F. P. Fletcher, Richmond, Virginia; 
and The Pediatrician Looks at Mental Hygiene, 
Dr. Basil B. Jones, Richmond, Virginia. 





AMERICAN PSYCHIATRIC ASSOCIATION 
MEETING 


In connection with the Ninety-Sixth Annual 
Meeting of the American Psychiatric Association, 
to be held at the Netherland Plaza Hotel, Cin- 
cinnati, Ohio, May 20-24, 1940, the following as- 
sociations wil hold their annual sessions: 

The American Psychopathological Asociation— 
May 18-19, 1940. 
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The American Psychoanalytic Asociation—May 
19-20, 1940. 

The American Chapter of the International 
League Against Epilepsy—May 20, 1940. 

The National Association of Private Psychiatric 
Hospitals—May 22, 1940. 

Mental Hygiene Associations—May 20, 1940. 


NEW COMMITMENT STATUTE FOR ILLINOIS 
PREPARED BY THE ASSOCIATION OF 
FORMER PATIENTS 


The Executive Committee of Recovery, the As- 
sociation of Former Patients of the Psychiatric 
Institute of the Illinois Research and Educational 
Hospitals announces the completion of the pre- 
liminary draft of a new commitment statute. 
The statute was prepared with the aid of faculty 
members of Northwestern University Law School 
and will be submitted to leading psychiatrists 
and jurists for criticism and suggestions. After 
its final revision has been effected, it will be in- 
troduced in the next regular session of the Illinois 
legislature. The main features of the proposed 
statute are the abolition of court action and the 
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Colorado Springs Psychopathic Hospital 


A Private Hospital for Nervous and Mental Diseases 
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@ Situated in a beautiful valley two miles south of Colorado Springs, which is nationally known 
as a health center. New building for mild cases of Functional Neurosis, affording complete 
classification of patients. Home-like surroundings, scientific medical treatment and nursing care. 
Booklet and rates on application. E. J. Brady, M.D., Superintendent, Colorado Springs, Colorado. 
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elimination of the “court record.” Under the new bers, close to one hundred and fifty former Da- 
plan a patient, after proper certification by two tients and upward of five hundred relatives and 
physicians, will be admitted to a state hospital friends. The Association publishes the bi- -monthly 
without petition, writ, or trial. The hospital staff journal, Lost and Found, in which the adtual 
will be required to make an examination within ment problems confronting the recovered patient 
ten days of admission and to send a report to a are discussed. Recovery has the endorsement of 
State Board of Supervisors composed of physi- the University of Illinois, the State Department 
cians, lawyers, and lay people. of Public Welfare, the Illinois Psychiatric Aggo. 

The Recovery Association was founded No- ciation, and the Illinois Society for Mental Hy- 
vember, 1937 by thirty patients who were dis-  giene. Inquiries should be addressed to Recovery 
charged from the Psychiatric Institute as re- 1819 West Polk Street, Chicago, Illinois. 
covered. Today it comprises, as dues paying mem- 
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A Few of the Unsolicited Comments from General Practitioners on 
| Our First Issues 





“I enjoyed reading the first issue very much and might say that if the magazine 
continues to present papers in such a readable and understanding manner as shown in 
| the first issue, it will most certainly be a success. Most articles written on neurological 
| subjects are too highbrow for the average practitioner like myself, but I notice that all 
the articles in this issue were very well written in plain language.” 


“This is the first journal on neurology which I could read and understand.” 
| 


“It would seem that throughout the country the specialty of neurology is coming 
into its own as indicated by this new journal in the field.” 


“I have read the new journal from cover to cover and feel that it is filling a long- 
felt need in our profession. I have often wondered why psychiatric literature had to be 
presented so abstractly that only the intellectually elite could understand it.” 


WHY DON’T YOU USE THE CONVENIENT COUPON BELOW AND 
CONTINUE RECEIVING DISEASES OF THE NERVOUS SYSTEM? " 
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P. O. Box 1069 El Paso, Texas 
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you will please enter my subscription to DISEASES OF THE NERVOUS SYSTEM 
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